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HIGHWAY ACCIDENTS AND 
THEIR CARE BY DOCTORS 
AND HOSPITALS 


F. D. VICKERS, M. D. 
Deming, New Mexico 


(Address of the President-Elect at the Eighteenth 
Annual Meeting of the Medical and Surgical Asso- 
ciation of the Southwest, held at Albuquerque, N. M., 
Dec. 8 to 10, 1932.) 


There has been in the past few years a steady in- 
crease in highway accidents, till now the death rate 
is much like modern war and the injured number 
something like one million per year. This same con- 
dition seems destined to overtake many nations. Eng- 
land last year had more killed and nine times as 
many wounded on her highways as she lost in three 
years of South African war. War stops in time, but 
there seems to be no way to halt this great epidemic. 


Our mass psychology seems to take all this for 
granted. We note the millions of miles our railroads 
run without fatality, we are conscious of safety- 
first in our industries, our street cars have carefully 
selected motormen, and yet we allow the children, 
the woman who faints on slight alarm, the man who 
is half drunk, and about all our mental and physical 
incompetents, to run two-ton and runabout loco- 
motives through crowds, and speed faster than trains 
up and down our highways; and our sense of alarm 
seems stupefied—they are only highway accidents. 

I have no remedy to offer, but I hope some means 
may be devised that will take care of the injured on 
some such plan as they buy gasoline. Most of these 
accident cases do not carry insurance, or at least the 
right kind of insurance. If they do have the right 
kind of insurance there is a settlement up a legal 
lame at some place and time remote from the scene 
of the accident, and if the accident cases win in two 
or three years from a higher court, then, when the 


lawyer is paid, and if they are honest—and we some- 
times lament with the old woman, “If burglars were 
only honest,”—well, after all of this, the hospital 
and the doctor may or may not be paid, less the 
pleasure trip to court as a witness. 


Many states have passed “financial responsibility” 
laws, varying in character, but in geenral requiring 
proof of ability to pay damages in case of responsibil- 
ity for accidents—and the motorist usually carries 
liability insurance. 

Compulsory liability insurance is required of all 
motorists in Great Britain and some Scandinavian 
countries. Some forty of our states require taxicabs 
and busses to be covered with liability insurance to 
protect not only passengers but pedestrians. Quite a 
number of states require freight cars to carry this 
liability insurance. 

Massachusetts has required the passenger cars to 
carry liability insurance, but this does not apply to 
out-of-state motorists. Under the Massachusetts law, 
more claimants are able to collect damages, but trials 
are delayed as long as in other states. 

It would seem a logical conclusion that we should 
work out in the various states, insurance on the lines 
of industrial compensation. Twenty years ago our 
industrial compensation was in about the same status 
as our automobile insurance is now. Practically all 
of the states have passed legislation entitling work- 
men to compensation regardless of whose fault 
causes the accident. The employer is required to pay 
the premiums. The workman proves to the state 
board the facts of his case and the gravity of his in- 
juries. The cases are not taken to court except on 
appeal from the decision of this board. 

The workman’s compensation principle is now so 
well established that the Ballantine Committee has 
reported a tentative plan, having for its basis the 
New York Workman’s Compensation Act to be car- 
ried to the automobile field. It provides compensa- 
tion to all persons disabled for more than a week; to 
the dependents of persons killed, fe< funeral ex- 
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penses and medical care. The cost of such insur- 
ance would depend on the liberality of compensation. 
This would be handled at once by the state board 
and kept out of court, thus sparing attorney’s fees, 
which are no small item. The Ballantine Commit- 
tee, having as its chairman Mr. Ballantine of the New 
York bar, also assistant secretary of the treasory, in- 
vestigated more than eight thousand personal injury 
cases in different localities, court records and state 
laws bearing on compensation problems; making the 
first complete study of compensation in automobile 
personal injuries and deaths. The Committee goes on 
record as favoring compulsory liability insurance on 
part of automobile owners, and proposes law to cover 
the treatment and care of injured persons to be borne 
by the owner of the automobile responsible for the 
accident. 


‘The National Safety Council estimate, from 
studies of accidents in eight states having a system 
of driver’s license which throw out a few of the ob- 
viously unfit, reduction of the expectation of fatali- 
ties by 29 per cent. Private passenger vehicle fatal 
mishaps have increased 50 per cent in the past four 
years, and in the same interval of time the number 
of truck deaths decreased 6 per cent, fatal accidents 
from taxicabs decreased 35 per cent despite a large 
increase of such vehicles, and bus accident deaths de- 
clined 12 per cent. 


This compulsory insurance would compel drivers 
of cars to pass examinations and have driver’s li- 
cense. 


The economic losses resulting from highway acci- 
dents are immeasurable, and they fall heavily on the 
hospitals and physicians. An idea of the enormous 
loss from these injuries and deaths may be had by 
considering what it costs our government to cover 
our war injuries and deaths, and they correspond to 
one and a half years of automobile accidents; and 
these accidents go merrily on while war stops to 
breathe. . 


The Columbia University Council for Research in 
Social Sciences studied compensation in automobile 
accidents in 313 fatal accidents. Insured cases were 
able to meet cost of funeral and medical care in 77 
per cent, and part payment in 11 per cent. In only 
12 per cent was there no payment. Of cases not 
covered with insurance, payment was made in only 
7 per cent, part payment in 8 per cent, no payment 
in 85 per cent. In Philadelphia Hospital free treat- 
ment was given to 62 per cent of cases. Of those 
who were charged, one-third of the amount was un- 
paid at the end of one year. In New Jersey, of 1781 
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automobile accidents, 56 per cent of hospital care 
was paid. In Ohio, 1930, 50. per cent was consid- 
ered non-collectable. 

A logical conclusion would be that we seek to have 
our various states pass laws compelling automobile 
owners to carry insurance along the line of work- 
men’s compensation laws at present in force; to pro- 
vide a state board to settle these cases instead of go- 
ing to courts; that the settlement should take care of 
the hospital and medical cost of the cases; and that 
the state should have a system to license drivers; 
that we encourage the legislation committees of our 
state societies to carry this matter to their legisla- 
tures. 





TISSUE REACTIONS TO THE 
TUBERCLE BACILLUS 


JOHN W. FLINN, M. D., F. A. C. P., 
Prescott, Ariz. 
ZEBUD M. FLINN, M. D. 
Albuquerque, N. M. 





(Read before the Eighteenth Annual Meeting of 
the Medical and Surgical Association of the South- 
west, held at Albuquerque, N. M., Dec. 8-10, 1932.) 


For several centuries medical knowledge regard- 
ing the reaction of the animal body to injury was 
embraced in the single word inflammation. This con- 
dition was characterized by calor, tumor, rubor and 
dolor. If the injury was slight the inflammation 
subsided. If it was severe it resulted in the forma- 
tion of pus, laudable or otherwise. Even in those 
days a “cold abscess” was also recognized. 

The science of bacteriology soon revealed several 
pathogenic microorganisms as causes of inflamma- 
tion and pus formation. Later histopathology dis- 
closed considerable information regarding the reac- 
tions of the individual tissues of the body to dif- 
ferent infections. Still later hematology has shown 
that these reactions are often reflected in the cell 
content of the blood stream. Today the skilful 
surgeon demands a careful blood count before oper- 
A sim- 
ilar count often proves very helpful to the phy- 
sician in diagnosing many acute and chronic diseases. 

The disease tuberculosis derived its name from the 


ating in many acute abdominal conditions. 


tubercula or small tumors which were early recog- 
nized as being characteristic of this disease. For 
many years after the discovery of the tubercle bacil- 
lus by Robert Koch all the histopathologists could 
ascertain was that these tubercles were composed of 
epithelioid cells (so called), with one or more giant 
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cells toward the center, and with a varying num- 
ber of bacilli scattered throughout. About all that 
was known of epithelioid cells was that in appear- 
ance they resembled (as their name implies) epithel- 
ial cells. For number of years a rather heated dis- 
cussion was carried on regarding their origin and 
nature. - 

It was not until after the introduction of supra- 
vital staining methods that Cunningham, Sabin and 
their associates discovered their true origin and sig- 
nificance. These investigators found that the epi- 
thelioid cell is formed from the monocyte of the 
fixed tissues of the area surrounding the invading 
tubercle bacilli. Their conception is that an epi- 
thelioid cell is simply an infected monocyte which 
has become so poisoned by toxic material from the 
ingested tubercle bacilli that it has lost its digestive 
powers, and the bacilli can live within the cell in 
symbiosis. 

The primary tissue reaction of the animal body to 
infection by tubercle bacilli, therefore, is an attack 
on the bacilli by the monocytes of the fixed tissues 
of the area infected. If the number of infecting 
bacilli is very small they may all be successfully 
phagocytosed and digested by the attacking mono- 
cytes and no evidence of infection remains. If, how- 
ever, a large number of bacilli gain admission the 
attacking monocytes lose their digestive powers, the 
bacilli live and multiply in them, and the monocyte 
becomes an epithelioid cell. A giant cell is formed 
from one, or possibly more, epithelioid cells. 


When a considerable number of tubercle bacilli 
become localized in any part of the animal body 
there. are not enough monocytes in the fixed tissues 
of this area to attack successfully all the bacilli. A 
hurried call is then sent out to blood forming organs 
and a large number of monocytes are thrown into 
the blood stream. These newly formed monocytes 
migrate from the blood vessels into the fixed tissues 
of the infected area and join their older fellows in an 
attempt to destroy the infecting bacilli. 

Cunningham, Sabin and their co-workers soon dis- 
covered that the number of monocytes in the circu- 
lating blood was a quite accurate index of the epithe- 
lioid cell production and the tubercle formation in 
a laboratory animal artificially inoculated with tu- 
bercle bacilli. These observations have since been 
confirmed in man by a number of clinicians.’ * * 

When a tubercle in an infected animal goes on to 
fibrosis a number of lymphocytes are found inter- 
mixed with the epithelioid cells and the fibrous tis- 
sue in the outer layers of the tubercle, and also in 
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the area surrounding the tubercle. Very little has 
yet been definitely proven about the origin of fi- 
brous tissue, and practically nothing has been discov- 
ered regarding the connection between lymphocytes 
and scar tissue formation. Carrel’s experiments’ 
suggest that in tissue growth in vitro lymphocytes 
may be converted into, fibroblasts under pressure. 
Baitsel and his co-workers® on the other hand, claim 
that fibrous tissue is formed from the intercellular 
elements of the plasma. Until further experimental 
work has been done one is not justified in drawing 
definite conclusions. 


What does seem to have been quite well establish- 
ed, however, is that there is a definite connection 
between the lymphocytes and a healing tuberculous 
lesion. Sabin and her co-workers found contantly a 
large number of lymphocytes in the circulating 
blood lesion. So reliable an index did they find 
their blood counts that they regarded their lympho- 
cyte ratio as an accurate indication of the progress 
When the ratio was low 
autopsy showed a spreading tuberculous lesion. With 


of tuberculous disease. 


a high ratio a retrogressing or healing lesion was 


These and similar conclusions have been 
34 


When infection is severe the tubercle breaks 
down at its center and tuberculous suppuration oc- 
In this process a third cellular element pre- 
dominates. Medlar and his associates’ found that 
when a large number of monocytes have been de- 
stroyed the neutrophile (polymorphonuclear) cell is 
attracted to the infected area and assumes the chief 
role in the .suppurating process. These observers, 
too, found that this suppurating process is reflected 
in the circulating blood by the presence therein of a 
These conclusions 


found. 
confirmed in man by a number of clinicians.” 


curs. 


large number of neutrophiles. 
have also been confirmed in man by clinicans. 


Finally, the work of Medlar and his co-workers 
demonstrated the presence of monocytes associated 
with lymphocytes in a healing tuberculous lesion. 
They found these monocytes actively engaged in 
phagocytosis in the healing area. They also found 


"an increased number of monocytes associated with 


a large number of lymphocytes in the circulating 
blood of animals having a tuberculous healing lesion. 
In our work, reported in detail elsewhere, we have 
recorded similar blood findings in “clearing” pul- 
monary tuberculous lesions in man.” 
SUMMARY 

Tissue reactions to the tubercle bacillus are prin- 
cipally manifested in the activities of the monocyte, 
the lymphocyte, and the neutrophile. 





The monocyte is the primary aggressor. It acts 
first as a phagocyte. Later it becomes converted 
into an epithelioid cell and forms the greatest part 
of a primary tubercle. In the healing process it plays 
a less conspicuous part, but is associated with the 
lymphocyte and acts as a scavenger of inflamma- 
tory products. , 

The lymphocyte is definitely associated with the 
healing process but in exactly what way has not 
yet been demonstrated. 

The neutrophile plays the chief role in purely tu- 
berculous suppuration. 

All these reactions are quite accurately reflected 
in differential counts of the circulating blood. 


CONCLUSIONS 


In uncomplicated cases of active tuberculosis care- 
ful differential blood counts may be safely interpre- 
ted as follows: 

A high monocyte count with a low lymphocyte 
count suggests a spreading lesion, increasing by new 
tubercle formation. 

A high lymphocyte count suggests a healing le- 
sion. If it is accompanied by an increase in mono- 
cytes it suggests that clearing (roentgenograph- 
ically speaking) is taking place in addition to hard- 
ening. 

A high neutrophile count suggests a suppurating 


process. 
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INFLAMMATORY STRICTURE OF 
THE URETER IN THE FEMALE 


LEE M. MILES, B.S., M.D., F.A.C.S. 
Lovelace Clinic 
Albuquerque, New Mexico. 


(Read before the New Mexico Medical Society, at 
its Fiftieth Annual Meeting, held at Santa Fe, N.M., 
May 19-21, 1932.) 


“Ureteral stricture or narrowing of the ureteral 
lumen due to inttinsic inflammatory changes in the 
ureteral wall is a disease far more common and of 
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vastly greater importance than the literature or our 


previous experience has led us to believe.” With this 
opening statement Hunner,’ in his article entitled 
“Ureteral Stricture—Report of 100 Cases,” opened 
a new chapter in urology. Prior to this paper very 
little had been written about strictures of the ureter 
and most that had been written dealt with congeni- 
tal and not with inflammatory strictures. Experi- 
ence of numerous urologists and gynecologists 
throughout the country bears out the truth of Hun- 
ner’s statement, namely, that ureteral strictures oc- 
cupy a very common and important place among dis- 
eases of the female urinary tract. It is the purpose of 
this paper to deal primarily with the symptomatol- 
ogy and diagnosis of this condition. 


The inflammatory process which develops into a 
sricture has its origin in some distant, primary focus 
of infection. This primary focus of infection may 
be the tonsils, teeth, sinuses, gastro-intestinal tract, 
or the cervix of the uterus. The fact that stricture 
of the ureters is much more common in women than 
in men, points to a focus of infection’ in women 
which is peculiar to the sex, which is probably the 
cervix of the uterus or the uterus itself. The extreme 
frequency with which we have x-ray evidence of in- 
flammatory processes originating from the cervix or 
the uterus and spreading to the pelvic lymph nodes 
and the pelvic veins, as shown by calcified lymph 
nodes and phleboliths, would seem to indicate that 
the inflammation might readily involve the ureter 
and the peri-ureteral tissue. 


Stricture may result from an inflammatory pro- 
cess which involves the mucosa of the kidney pelvis 
and the ureter, pyelo-ureteritis, with ulceration and 
infiltration of the ureteral wall at some point or 
points. This infiltration with round cells and fi- 
brous tissue causes narrowing of the lumen of the 
ureter with interference with the normal flow of 
urine and peristalsis of the ureter. This infiltration 
of the ureteral wall with round cells and fibroblasts 
constitutes the essential pathology of ureteral stric- 
tures as described by Hunner and Wharton’ and by 
Miles.” This intrinsic inflammatory process is the 
asual cause of strictures of the ureter; however, an 
inflammatory process entirely extrinsic to the uri- 
nary tract may also cause narrowing of the ureters 
and stricture. In two unreported cases the writer 
encountered strictures which were unusually resistant 
to treatment by dilatations. In both of these cases 
the urine was constantly sterile to cultures, negative 
microscopically and to chemical examination. Both 
women gave a history of fever and disability follow- 
ing childbirth, from which time they dated their 
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symptoms. In each case operation was finally resort- 
ed to, in order to give relief from pain, and in each 
case the ureter was found to be surrounded by dense 
old inflammatory tissue. Separation of the ureter 
from this surrounding fibrous tissue allowed a 5 mm. 
Hegar dilator introduced into the ureter to pass read- 
ily without resistance into the bladder, showing that 
the uretcral wall was not primarily involved in the 
inflammatory process. The inflammatory process in 
these cases was quite definitely a parametritis which 
had extended along the blood vessels and lymphatics 
in the cellular tissue surrounding the ureter, with 
stricture resulting from organization of the inflam- 
matory exudate surrounding the pelvic portion of 
the ureter. 

‘ The essential pathology at the site of the stricture 
has been mentioned above. Pathological changes in 
the kidney and ureter above the stricture are of even 
greater importance from the standpoint of health 
than the local changes. The kidney is able to ex- 
crete urine against a constantly maintained pressure 
of 100 mm. of mercury. If the stricture is so narrow 
as to cause a constantly increased pressure in the 
urinary tract above the obstruction, then certain 
changes are, sooner or later, bound to occur. 

The first change that takes place is a hypertrophy 
of the muscle coats of the ureter and kidney pelvis. 
Later, as this pressure is maintained or increased, 
the muscle becomes thinned out and dilatation of 
the ureter and pelvis occurs. Degeneration of the 
kidney parenchyma results, according to Hinman 
and Helper’ from the longitudinal stretching of 
the renal arteries as the result of hydronephrosis, 
which decreases the lumen of the vessels and dimin- 
ishes the blood supply to the kidney. Renal ptosis 
and kinks of the ureters are also a result of the in- 
creased size and weight of the hydronephrosis and 
These pathological conditions are the 
Strictures 


hydro-ureter. 
direct results of stricture of the ureters. 
of the ureters are more commonly bilateral than uni- 
lateral, though, if only one ureter is strictured, there 
scems to be a predilection for the right ureter. Stric- 
tures also frequently occur at more than one point 
in the same ureter. 

The symptoms of stricture of the ureter are’ many 
and various. Moreover, as this is usually a chronic 
condition, nearly every patient has formed a pretty 
definite opinion as to just where her trouble lies. 
Thus, we have the patient volunteering the informa- 
tion that she has “bilious attacks,” gallbladder trou- 
ble, chronic appendicitis, colitis, “gas in the colon,” a 
pain in the ovaries, or any other intra-abdominal or- 
gan of which she knows the name and location. The 
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multiplicity of complaints and symptoms is confus- 
ing and many a needless abdominal operation has 
been done to give relief, some organ or organs being 
removed without in the least ameliorating the con- 
dition. Trixier and Clavel” have referred to this va- 
riety of symptoms under the head of “the retro- 
peritoneal syndrome” and they cite from experi- 
mental work that the reflexes arising from a kidney 
and ureter which are the site of increased pressure 
may be classified as: (1) Reno-gastric reflexes af- 
fecting the stomach both as to motility and secre- 
tory activity, sometimes being excitatory and some- 
times inhibitory in character; .(2) reno-intestinal re- 


flexes—the colon being particularly sensitive to these 
stimuli which may be either motor or inhibitory; (3) 
peritonism of renal origin—a condition closely re- 
sembling peritonitis without the fever. 


Pain is the predominant symptom of ureteral stric- 
ture and in about 50: per cent of cases the pain is re- 
ferred by the patient to some part of the urinary 
tract. Frequency of urination, pain on urination, 
extreme urgency of urination, incontinence of urine 
on coughing, sneezing, or straining, and pain in the 
region of the kidneys, are the usual compliants which 
are referable to the urinary organs. Acute or chron- 
ic cystitis is frequently associated with strictures. 
Pain not referred by the patient to the urinary or- 
gans may be located anywhere from the diaphragm 
to the feet. 
pelvis somewhat lateral to the mid-line. 


The most usual site of pain is in the 
Because of 
the location of this pain, it is frequently interpreted 
as ovarian in origin. This pain may be sharp and 
cutting or a dull ache, it may be worse on standing, 
though many complain particularly of the pain while 
Many women complain of dysmenor- 
thea, but a careful history will bring out the fact 
that the pain at the periods is merely an exaggera- 
tion of the pain which occurs throughout the month. 
Pain referred from the original site is frequently no- 


sitting down. 


ticed and the most common sites for this referred 
pain are the sacro-iliac joint, the hip joints, and 
along the course of the sciatic nerve. Fetterman* 
recently reported ten cases with pain referred down 
the thighs and extending even as far as the heel. This 
referred pain disappeared after appropriate treatment 


of the ureteral condition. 


The symptoms caused by ureteral strictures are 
subject to periods of remission and _ exacerbation. 
This is noted particularly in that group of symptoms 
accompanying the menstrual periods: the dull aching 
or nagging pain that lasts throughout the month be- 
comes acute with the peri-ureteral congestion which 
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occurs at the monthly periods. In this type of stric- 
ture the obstruction is likely to be low in the ureter, 
either in the broad ligament region or in the bladder 
wall. 


The symptoms, other than dysmenorrhea, caused 
by stricture are also subject to variations in inten- 
sity, depending upon the general state of health of 
the individual. Over-work, worry, acute attacks of 
coryza or tonsillitis, and extraction of abscessed 
teeth, or removal of other foci of infection—all tend 
to increase the intensity of the pain. 


The physical findings, while not pathognomonic, 
give fairly definite evidence of disease of the urinary 
tract and are suggestive of the nature of the trouble. 
Complete abdominal palpation is carried out in every 
case and the following points are especially noted. 
(1) Palpation of the kidneys. With one hand at the 
costovertebral angle posteriorly and the other hand 
anteriorly just below the costal margin, the patient 
is asked to inhale deeply. The lower pole of the 
right kidney is normally palpable. By this maneuver, 
the size and mobility of the kidney may be deter- 
mined and any unusual tenderness of that organ, or 
referred from it, can be discovered. If there is any 
marked degree of hydronephrosis present, pressure on 
the kidney will be painful and will usually cause a 
pain in the pelvis at the site of stricture and will 
also cause a desire to urinate, due to the volume of 
urine forced into the bladder. (2) The ureters cross 
the pelvis at a point about an inch and a half lateral 
to and about one inch below the umbilicus. Pressure 
at these points usually elicits tenderness and possibly 
a desire to void. On the right side this point is medial 
to McBurney’s point. In cases of stricture of the 
ureter, there is pain but no muscle spasm, because 
there is no peritoneal inflammation. (3) Pressure 
deep into the pelvis lateral to the mid-line causes 
pain and desire to urinate, but no muscle spasm ‘as 
in salpingitis. (4) Vaginal examination. Biman- 
ual pressure usually elicits pain over the trigone 
region of the bladder, for in most cases of stricture 
of the ureter there is an accompanying trigonitis. 
The lower portion of the ureter, from the bladder 
beyond the broad ligaments, may be palpated in a 
great many normal women and, in cases of stricture 
of this portion of the ureter, it may be quite readily 
palpated as a firm, cordlike structure. Pressure on 
this thickened ureter is always very painful and fre- 
quently draws the remark from the patient that 
“there is where I have my pain.” 


The results of urine examination are disappointing 
in most cases. Hunner’ reports about 35 per cent of 
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positive urine cultures, 50 per cent as containing a 
few leukocytes, a few erythrocytes, a few casts, a 
trace of albumin or a combination of two or more 
evidences of some pathological condition of the 
urinary tract, and 30 per cent of completely nega- 
tive urines. The combined experience of others 
working with this condition corroborates these fig- 
ures cited by Hunner. 


The final diagnosis of stricture of the ureter can 
be made only by thorough examination of the en- 
tire urinary tract by means of the cystoscope, uret- 
eral catheterization, x-ray study of the urinary tract 
both before and after instillation of an opaque med- 
ium, and in many cases the further exploration of 
the ureters with bulbed catheters. Pyelo-ureterog- 
raphy is the one most valuable adjunct to diag- 
nosis, for when positive it gives visual evidence of 
dilatation of the kidney, pelvis, or the ureter, and 
also shows definitely the location of the zone of 
narrowing in the ureter. Unfortunately, in many 
instances the pyelo-ureterograms do not show defi- 
nite evidence of stricture or dilatation of the upper 
urinary tract. Many urologists and roentgenologists 
refuse to diagnose strictures of the ureter unless 
there is x-ray evidence of dilatation of the kidney 
pelvis or the ureter. There has been much discussion 
as to whether or not a stricture can exist without 
visible evidence of dilatation of the urinary tract 
above the stricture site. In the early stages of stric- 
ture formation, there can undoubtedly be a narrow- 
ing of the ureteral lumen, sufficient to produce 
symptoms without dilatation occurring. In fact 
some of the most painful strictures show no dilata- 
tion, and the capacity of the upper urinary tract, as 
determined by instillation of fluid, may be less than 
normal. This apparent paradox is caused by a 
marked spastic condition of the ureter and pelvis 
which resists dilatation. Conversely, many of the 
old stricture cases, with huge sac-like hydronephrotic 
The kid- 
ney pelvis, and ureter have given up the struggle 
and have become resigned to their sad fate. In these 


kidneys, give rise to very few symptoms. 


cases without dilatation, we have more positive evi- 
dence than the x-ray can give, and diagnosis of 
stricture can be made and information about the 
upper passages obtained without its use. Intraven- 
ous pyelography with iopax and uroselectan, while 
very popular at the moment, is an unsatisfactory 
substitute for retrograde catheterization and instilla- 
tion of radio-opaque material. Its use should be lim- 
ited to those cases in which ureteral catheterization is 


either impossible or contra-indicated. 
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With a small plain catheter in the ‘ureter and a 
catheter in the urethra, some readily recognizable 
solution is gently instilled into the kidney and 
ureter. The capacity of the upper urinary tract is 
noted during injection and also the urethra catheter 
is watched to detect return of the solution per blad- 
der. The normal kidney and ureter will hold up to 
10.5 cc. of solution without return per bladder. If 
the volume of fluid instilled without return is 12 
cc. or over, it indicates dilatation of the pelvis and 
upper ureter. The symptoms produced by catheter- 
ization and instillation of fluid are very important. 
Passage of the catheter may cause typical pain at 
the stricture site and instillation of the fluid will 
probably cause typical pain in the back or kidney. 
Patients frequently state very positively that the 
pain caused by these methods is “my old pain.” At 
subsequent examinations or treatments, a wax bulb is 
placed on the catheter and the same procedure is 
carried out with the added information gained on 
withdrawal of the catheter. As the wax bulb en- 
counters the stricture, very marked resistance is felt. 
This “hang” is typical of stricture and causes pain 
at the stricture site, which is again definitely as- 
sociated with the “old pain” by the patient. The 
catheter is marked at the external urethral meatus 
and withdrawn, and the distance from the meatus 
to the bulb marks the location of the stricture. It 
is not unusual to find several points of resistance 
on withdrawal of the bulbed catheter. There are 
three points at which the normal ureter is narrowed; 
these are at the uretero-pelvic junction, just below 
the pelvic brim, and in the bladder-wall portion of 
the ureter. The normal ureter will admit of the 
passage of a 5 mm. bulb with very little resistance 
even at these physiologically narrow points. Stric- 
ture rarely occurs at these points. Urine specimens 
for culture, chemical and miscroscopic examination, 
are collected at the first examination and functional 
tests of the kidneys may be performed if indicated. 


The reaction of the patient following passage of 
bulbed catheters or other intra-ureteral procedures is 
also of diagnostic importance. An individual with 
normal ureters rarely has any severe reaction to uret- 
eral catheterization. The first passage of a plain 
catheter or, more surely, a bulbed catheter, through 
a strictured ureter is always followed by a very se- 
vere reaction which consists of severe pain in the 
stricture site and in the upper urinary tract, This 
pain may be so severe as to lead the patient and the 
doctor to believe that a ureteral stone is being passed. 
The pain may last as long as 24 hours or even longer 
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in some cases. This severe reaction is the result of 
trauma to the walls of the ureter at the site of the 
stricture and the subsequent edema, which tempor- 
arily occludes the ureter almost completely. As this 
edema subsides, the caliber of the stricture having 
been enlarged by the bulbed catheter, the patient, 
after the severe reaction passes, has considerable re- 
lief, not only from the reaction pain but from the 
“old pain” as well. 


Treatment of ureteral stricture is important: (1) 
to relieve the patient of pain and disability; (2) to 
prevent permanent and increasing damage to the 
renal parenchyma, which will surely result if in- 
creased pressure is allowed to continue; (3) to pro- 
vide adequate drainage in frankly infected cases; (4) 
to dilate the stricture in the same manner as stric- 
tures in other hollow organs are treated, so as to 
maintain an open and unobstructed passage for urine 
from the kidney to the bladder. To accomplish these 
ends, systematic treatment must be instituted and the 
strictures may be successfully passed by bulbs of 5% 
At the same time these 
treatments are carried out, foci of infection in other 
parts of the body should be eliminated. Infection of 
the urinary tract is treated with instillations of mer- 
curochrome or silver nitrate through the ureteral 
catheters and by the customary urinary antiseptics 
by mouth, such as hexenamine, caprokol, pyridium, 
malophene, serenium combined with acid or alkali, 
as the condition indicates. 


to 54% mm. in diameter. 


Operative treatment of strictures is rarely neces- 
sary, though in some instances of undilatable ob- 
struction, transplantation of the ureter into the blad- 
der or surgical separation of the ureter from sur- 
rounding inflammatory tissue, may be necessary. In 
neglected cases nephrectomy may be the only means 
of giving relief, and in certain cases of pyelone- 
phritis and infected hydronephrosis. But in all cases 
treatment by dilatation should be given a fair trial, 
as Hinman and Morrison’ have shown that the kid- 
ney shows remarkable powers of resumption of func- 
tion if the obstruction is adequately reli¢ved. The 
prognosis of ureteral strictures depends on the skill 
and tact of the physician and the perseverance of the 
Relief from pain and prevention of dam- 
age to the kidney can be accomplished in most cases 
that are adequately treated. It is impossible in any 
given case to state the exact number of treatments 
necessary to accomplish the desired result. Many 
cases are entirely cleared up with a few treatments, 
others require many. The end results are as a rule 
gratifying to the patient. Hunner’ reported 29 per 


patient. 
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cent complete cures, 50 per cent much improved, 15 
per cent improved, and 6 per cent unimproved, in 
a report based on the patients’ own opinion of the 
results of treatment. In my experience, over 50 per 
cent of patients can be improved in condition to the 
point that treatments are necessary only at long in- 
tervals, and a number can be classed as permanently 
cured. 
CASE REPORTS 

Case I. Mrs. G. J., married, no pregnancies, age 

32, first seen Oct. 9, 1931. 





Figure 1. Case I. Note ptosis of kidney, tor- 
tuous course of ureter, dilatation of kidney pelvis 
and ureter and stricture of ureter in mid pelvis. 


C. C. Pain in right kidney iand bladder, of two 
years’ duration. Biliousness and much gas in in- 
testinal tract. There was marked frequency of 
urination and pain. Past history: Pulmonary tu- 
berculosis—said to have been an “arrested case” 
for four years. Salpingectomy. 

Physical Examination : Right kidney large, pain- 
ful on pressure; tenderness along course of both 
ureters, more marked on right, base of bladder and 
along right ureter. Cystoscopy, Oct. 27, 1931. 
Urethra dilates with difficulty, bladder mucosa in- 
flamed, two ulcers about 8 mm. in diameter on pos- 
terior wall. Right ureter catheterized with much 
difficulty because of edema and papilla-like pro- 
cesses around orifice. Severe pain was experienced 
on passage of catheter. 

Phenolsulphonphthalein test: Right kidney 12 
per cent in 15 minutes, left kidney 18 per cent in 
15 minutes; urine analysis showed numerous leuko- 
cytes and an occasional red cell; chemical exam- 
ination was negative. Cultures were negative and 
guinea pig inoculation was negative after two 
months. Pyelogram was taken which showed mark- 
ed dilatation of the right kidney pelvis, ptosis of 
the kidney with tortuous ureter, which is dilated 
to bladder-wall region (Fig. 1). 
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While waiting for the guinea pig inoculation re- 
sult, no treatments were done. Jan. 4, 1932, cys- 
toscopy with passage of 3% mm. bulb through 
right ureter. Ten per cent silver nitrate was ap- 
plied to the bladder ulcers. Firm resistance to 
withdrawal of the bulb in the bladder-wall region. 


Patient had severe reaction to treatment. Cys- 
toscopy was performed on Jan. 12, 19, 26, Feb. 3 
and 10, with much relief. Still had severe reaction 
after each treatment but was generally improved, 
bladder ulcers healed, stricture now admits passage 
of a 5 mm. bulb. No treatments in March because 
of feeling so much better. In April two abscessed 
teeth were removed, with a severe return of pain. 
Returned April 18 for cystoscopy—4% mm. bulb 
passed with a great deal of resistance both on 
insertion and withdrawal. This treatment was fol- 
lowed by the most severe reaction of any treatment. 
Has had no further treatment as she is having sev- 
eral more abscessed teeth removed. The reaction 
to extraction and following cystoscopy near time 
teeth were extracted, would seem to point to teeth 
as focus of infection. Further treatment will be 
given as soon as foci are removed and healed. 





Figure 2. Case II. Note ptosis of kidney, dila- 
tation of kidney pelvis, and ureter, double kink of 
ureter near kidney with dilatation below kinks, and 
stricture of ureter below pelvic brim. 


*Case II. Mrs. L. D., married, V-gravida, age 36. 
Complains of bilious spells, much gas indigestion, 
pain in upper abdomen which radiates to the back, 
and a sharp pain in the right side of the pelvis. 
Neither pain referred by patient to urinary tract. 
Gallbladder x-ray and cdoniplete gastro-intestinal 
x-ray study showed no pathology. Urine analysis 
negative. Cystoscopy and pyelo-ureterograms 
showed two kinks of the right ureter near the kid- 
ney pelvis and the ureter below the kinks dilated 
(Fig. 2). Stricture in pelvic portion of the right 
ureter. This patient has had no further treatment 
but will be treated later. 
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Figure 3. Case III. Note blurring of calices 
right kidney and only a slight dilatation of both 
ureters near pelvic brim, and narrowing in mid 
pelvis. 


Case III. Mrs. G. B., married, nullipara, age 37. 
Has been rather a chronic invalid for years. Op- 
erative history: appendectomy, tonsillectomy, cu- 
rettage, and suspension of uterus. Complains of 
pain in both kidneys and bladder; pain radiates to 
both thighs. Severe pain of only two weeks’ dura- 
tion, but has had several attacks of this pain in the 
last few years. Has frequent urination and much 
gas pain. Cystoscopy and pyelography; no marked 
dilatation of either kidney pelvis and moderate 
spindle-shaped dilatation of left ureter (Fig. 3). 
Culture of urine yielded staphylococcus on both sides. 
Urine contained many pus cells. Subsequent cys- 
toscopy with passage of bulbed catheters 4 mm. di- 
ameter, showed a firm hang on withdrawal at 8 
cm. from the urethral orifice, making the stricture 





Figure 4. Case IV. Both ureters show spindle- 
shaped dilatation at several points, with definite 
strictures in broad-ligament region. 
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in the broad ligament region. Patient had severe 
reaction to both of these examinations but two di- 
latations later, with 4% and 4% mm. bulbs, were 
not followed by much pain and the general condi- 
tion of the patient has improved remarkably. 


Case IV. Miss R. B. nullipara, age 39. Com- 
plains of frequency of urination, pain in right side 
of pelvis and back, marked dysmenorrhea, ina- 
bility to sleep, and loss of appetite. These symp- 
toms have been of long duration. Urine negative 
chemically and miscroscopically. Cystoscopy show- 
ed no involvement of bladder mucosa except around 
ureteral orifices, which were inflamed and edema- 
tous. There was much more than norma] resist- 
ance to passage of plain catheters. Pyelograms 
showed slight dilatation of both ureters (Fig. 4). 
Subsequent passage of bulbed catheters 3% mm. 
diameter, showed much resistance to both inser- 
tion and withdrawal at 8 cm. Right kidney holds 
15 cc. solution without return and the left kidney 
held 25 cc. but with return per bladder. Treat- 
ments at weekly intervals resulted in satisfactory 
opening of the strictures. Bulbs were increased in 
size as follows: 3%, 4, 4%, 4%, 5 mm. Symptoms 
became less and the patient returned to her home 
in New York, having gained in weight and strength 
and feeling greatly relieved. 





Figure 5.. Case V. Right ureter shows narrow 
zone near fourth lumbar vertebra and also below 
pelvic brim. 


Case V. Mrs. R. L. N., III-para, age 32. Com- 
plains of gas in her stomach of three months’ dura- 
tion, pain in right side of pelvis, which radiates to 
upper lumbar region, no urinary symptoms. Urine 
negative. Gallbladder and gastro-intestinal x-ray 
studies showed ag bi-lobed gallbladder, which ap- 
parently was normal in function, and slight spas- 
ticity of the colon. Cystoscopy and pyelography 
showed a right ureter moderately dilated in the 
pelvic portion’ (Fig. 5), but the capacity of the 
upper urinary tract was only 10 cc. Passage of 
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catheter and instillation of fluid very definitely 
caused her “old pain.” Left ureter examined later 
showed moderate narrowing, but a 4% mm. bulb 
passed with no great resistance. Four treatments 
of the right ureter with bulbs graduated from 3% 
to 4% mm. showed at first with the smaller bulbs 
a very pronounced resistance to withdrawal in the 
broad-ligament region, while the large bulbs after 
repeated dilatations showed very little resistance 
and there was free return of injected fluid per 
bladder catheter. Six treatments in all resulted in 
marked improvement. Has had no “treatments 
since April 5th. 





Figure 6. Case VI. Note marked dilatation of 
both kidney pelves with rotation of right kidney, 
dilatation of both ureters and stricture below pelvic 
brim in right ureter and in mid pelvic region of left 
ureter. 


Case VI. Miss M. L., nullipara, age 26. Came 
to the Clinic with a previous diagnosis of bilateral 
ureteral stricture. She complained only of pain in 
her back at the costovertebral angle, and dysmen- 
orrhea. She has had tuberculosis but is not a 
cured case. Cystoscopy with bulbed catheters 4% 
mm. diameter resulted in passage through the left 
ureter with considerable resistance and hang on 
withdrawal at 15 and 9 cm; on the right side the 
bulb completely obstructed at about 12 cm. and 
could not be passed further. A week later a 4% 
mm. bulb would not pass the right ureter, while a 
5 mm. bulb passed the left ureter with resistance. 
A week later a 4% mm. bulb passed through the 
right stricture area with much resistance and on 
withdrawal several points of resistance were noted, 
beginning at 15 cm. and down to 9 cm. This pa- 
tient has been very faithful and persistent and has 
had in all sixteen treatments. The left ureteral 
stricture has been successfully dilated so as to per- 
mit the passage of a bulb 5% mm. in diameter 
without great resistance. The right stricture has 
been very resistant to treatment. On the last oc- 
casion of treatment, April 25th, a 5 mm. bulb was 
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introduced through the right ureter but on with- 
drawal the plastic wax of the bulb was found to 
be reduced to 4% mm. diameter. Pyelograms show 
the dilated condition of both kidney pelves and both 
ureters (Fig. 6). Cultures of urine and micro- 
scopic examination of urine have been constantly 
negative. The patient does not think she has been 
much improved by treatment. 

These six cases are presented as typical of this con- 
dition. , Seven other csases of stricture have been di- 
agnosed and treated during the past six months. The 
fact that so many cases of ureteral stricture have 
been encountered in so short a period of time, indi- 
cates that the condition is far from uncommon. 

The condition is characterized by rather indefinite 
but suggestive symptoms and quite definite physical 
findings. Stricture of the ureter can be definitely 
diagnosed by a systematic search of the upper urin- 
ary tract and in most instances treatment is success- 
ful in relieving symptoms and in dilating the nar- 
rowed zone of the ureters so as to permit free flow 
of urine to the bladder, thus preventing further dam- 
age to the kidneys. 


BIBLIOGRAPHY 

1. Hunner, Guy L.: Ureteral stricture report of 
100 cases. The Johns Hopkins Hospital Bulletin 29, 
323, January, 1918. 

2. Hunner, Guy L., and Wharton, L. R.: The 
pathological findings in cases clinically diagnosed 
as ureteral stricture. The Journal of Urology, 15, 
1, San., 1926. 

3. Miles, Lee M.: Ureteral stricture in the fe- 
male, Minnesota Medicine, June, 1928. 

4. Hinman, Frank; and Hepler, A. B.: Experi- 
mental hydronephrosis. Arch. Surg., 11, 578; 11, 
469; 11, 917; 12, 830. 

5. Tixier, Louis; and Clavel, Charles: The re- 
troperitoneal syndrome and the relation between 
kidney and giastro-intestinal reflexes. Surg. Gyn. 
and Obst., 54, 3, 505, March, 1932. 

6. Fetterman, Fath S.: Referred pain of ureteral 
origin. Am. J. Obst. and Gyn., 23, 2, 259, Febru- 
ary, 1932 

7. Hunner, Guy L.: End results in one hundred 
cases of ureteral stricture, Jour. of Urology, 12, 4, 
Oct. 1924. 

8. Hinman, Frank; and Morrison, D. M.: Experi- 
mental hydronephrosis, Surg. Gyn. and Obst., 42, 
209, 1926. 

DISCUSSION 

DR. HAROLD T. LOW, (Pueblo, Colo.): I want 
to take this opportunity to thank the program 
committee for the invitation to attend this session 
and listen to these wonderful papers. Especially do 
I want to thank them for the opportunity of dis- 
cussing. this very interesting paper which Dr. 
Miles has presented. If I were only to read his 
paper and not see his slides, I might take a little 
different attitude on the subject. 1 realize that 
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ind to 
cd Dr. Miles is a Hunner enthusiast. Since 1910, —_ UROLOGY IN INP ANCY AND 
1 both Hunner first brought up the subject of uretera 
nicro- strictures, he has brought discussion into the uro- CHILDHOOD 
tantly logical world which has stirred up a world of strife, 
| been and this has resulted in the formation of two KEVIN D. LYNCH, M.A., M.D. 
schools of thought. I cannot subscribe to all that oad 
con- Dr. Miles has said, but he has covered his subject ROBERT F. THOMPSON. B.A.. M.D 
n di- in detail very well from a urological standpoint. El P 7 Oe PER aE RMR, 
The In the past twelve years it has been the custom —_— 
in our clinic in making diagnosis in all character 
have of abdominal pain to consider ureteral stricture, (Read by Title at the Seventeenth Annual Meet- 
indi- and we have learned from experience that this is a ing of the Medical and Surgical Association of the 
very frequent condition and often the cause of ill- Southwest, held at Phoenix, Arizona, Dec. 4, 1931.) 
finit defined abdominal pain. Some 33 per cent of all 5 > : . R 
sa renal pathology give absolutely no symptoms ref- Our purpose in aR, this study a. pee 
nn erable to the urinary tract, but make up your ut once more the necessity for utilizing all modern 
— minds to it, if unable to diagnose gallbladder or diagnostic aids and methods in the practice of medi- 
— chronic appendicitis, even though the urological cine and surgery among infants and children, and 
wer. | eam ap oid tan te seen be Bae aoe. “POS = le OS eee 
tl ed some very interesting slides, which were picked tions which arise in the genito-urinary system and 
es, out from a large series of ureteral strictures of which, scabies past, were allowed to itt a to 
the clinical types. fatal termination, or were treated haphazardly into 
DR. DWIGHT W. RIFE (Santa Fe, N. M.): I Chronic invalidism. 
suppose that this condition is something that we It was natural, in a way, that there should be con- 
ey general practitioners will continue to miss because siderable reluctance and even prejudice on the part 
; paar page cua aoe andes eine a ce of the attending physicians to submit their little pa- 
The be inclined to visit the G. U. specialists or have ‘nts to procedures which they considered very pain- 
osed sufficient funds to travel to the centers of higher ful, exhausting and even dangerous to older indi- 
15, learning. Dr. Miles is certainly to be congratu- viduals. Urologists struggled for many years to 
om lated on his splendid paper and slides. overcome this prejudice and fear in regard to adults 
DR. MILES (closing): I am inclined to believe and successfully . It has been a slow process to sur- 
eri- that Dr. Low is something of a Hunner enthusiast mount the difficulties presented by the anatomical 
11, himself. He made one point which is particularly structure of the child, and slower still, the winning 
important when he says to rule out other intra- of our colleagues to avail themselves of this very 
inl abdominal conditions. In most of these cases we skillful diagnostic and therapeutic work. The ex- 
een went to that trouble. Most of these patients have A : ies we ‘ 
ryn. had multiple operations—gallbladder, salpingotomy, perienced well-trained pediatr —— was the first to 
operations for adhesions, etc., and usually when make use of this new aid; and his example and ad- 
oral they wake up after an operation they seem im- vice, in consulting practice, has led many of the 
yru- proved, but the old pain returns after a few days. skeptical surgeons aMd practitioners to seek the aid 
a te fed, Clea aia ah ve xscudla per of the urologist in solving their problems in the 
, 4, physical findings of diseases of the urinary tract young. 
are at least suggestive enough so that the general We wish to emphasize the desirability and neces- 
2ri- practitioner ought to have a definite idea that sity for skilled urological work in this field and to 
42, there is disease of the urinary tract regardless of show by comparison with the work presented in arti- 
Peer S lu ig Reine aes se yp ie not cles published from the large centers of population, 
‘ : ted ract that the doctors of this section have evidently made 
ant diseases. I believe that we could save patients lots : ; ‘ 
a of expense not to put them through exhaustive frequent use of its advantages; so that there is scarce- 
ion G. U. studies, x-ray findings, etc., if we would ly any type of urological condition which may arise 
do jump at. the conclusion of urinary tract involve- in children, that has not been referred for diagnosis 
lis- ment and investigate that first, instead of after or treatment. This presentation will endeavor to 
Dr. pra ae ——— re pw a as — show, by short summaries of case records and radio- 
us [bv my partir int sho 1 BME Ot an many fai pis example of tel 
an age. We. should disenose : occurring in the kidne ter, bladder, _and urethra. __- 
pen reat’them early before we get ae a kidney Lesions _ the prostate are very rare in children, but 
damage. we have had one interesting:gase of a tumot.of ‘the 
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prostate in a four-year-old boy. The pathological 
specimen revealed the tumor to be sarcoma. 


MALIGNANT TUMORS 

Large abdominal tumors occurring in infants or 
children are not very frequently met with, but when 
they are seen, especially in the upper abdomen, with 
fever and loss of weight, the consideration of kidney 
malignancy is usually justified; although recent arti- 
cles in pediatric literature describe tumors of the 
liver, ovaries, small intestine and bladder. All these 
large tumors of the kidney are called carcinomas, 
although really they are mixed tumors of Wilms. 
Ordinarily the diagnosis is made on the physical ex- 
amination, loss of weight, pain and fever. Frequent- 
ly ascites is present. But unlike kidney tumors in the 
adult, they rarely cause hematuria. The following 
cases will illustrate these large upper abdominal tu- 
mors in children. 


CASE I. Male, 7 years of age. Large tumor was 
seen on left side of abdomen, extending from ribs to 
groin, completely filling the left flank and crossing 
the median line in front. The surface was very 
hard and slightly granular to palpation. There was 
no fluctuation present. Ascites was noticed. There 
was some respiratory. difficulty. The mass was 
first. noticed when child: was 4 months old. It had 
been gradually increasing in size all the while. — It 
seemed evident that it was a sarcoma and opera- 
tion was advised, but parents refused to give con- 
sent. Two months later an abdominal incision was 
made by family physician and ascitic fluid was 
evacuated. Following this, the tumor became ad- 
herent beneath the scar and continued to increase 
in size. When child was 14 months old, it was re- 
turned and operation was requested by parents. No 
cystosopic examination was made, as _ diagnosis 
seemed evident and marked dyspnea was now pre- 
sent. Blood chemistry was normal. Operation was 
effected by Young’s incision for renal tumor (trans- 
peritoneal route). The pedicle was easily exposed 
as there were few adhesions to adjacent structures. 














Fig. 1A. Gross appearance of cystic degenera- 
tion. of kidney removed from patient in Case I. 
Fig. 1B shows, for comparison, a polycystic kidney. 
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The kidney was removed and the recovery was un- 
eventful. The child has remained well to date 
(seven years). After removal we had no doubt but 
that it was a sarcoma, but the pathological study 
revealed that it was a case of cystic degeneration 
of the kidney; not polycystic kidney. The other 
kidney was palpated at time of operation and found 
to be of normal size without any cysts. No Wilms’ 
tumor tissue present, 


Fig. 1A shows the gross appearance of kidney 
removed, while 1B is the appearance of a polycystic 
kidney, presented for comparison. 


CASE II. Female, one year of age. Six weeks 
prior to admission to hospital, this baby had a 
gastro-intestinal disturbance. Nothing significant 
was found at examination by family physician. 
Mother noticed a swelling in right upper abdomen 
about two weeks later. The tumor increased rapidly 
in size. The mother said she could see it grow 
larger each day. Case was’ referred to general 
surgeon, who exhausted possibilities as far as gas- 
tro-intestinal tract, liver and so forth were con- 
cerned. Child was then sent to us for urological 
investigation. Hard slightly irregular mass was 
observed which extended from beneath liver into 
false pelvis, filling the entire right abdomen. No 





Fig. 2. Pyelogram, showing tumor .of kidney, in 
child one year old. Found to be an adrenal car- 
cinoma, in which the kidney was embedded. 


difficulty was experienced in cystoscoping baby un- 
der local anesthesia. Pyelogram (Fig. 2) seemed 
to confirm the impression of hypernephroma or 
sarcoma of the kidney. Operation was requested 
by parents although they were advised that the 
tumor could not be removed. Young’s incision was 
made and the tumor mass was found to be ad- 
herent to all adjacent organs. The adhesions were 
dense with large thin-walled vessels. Child suc- 
cumbed before the tumor was removed. The kidney 
was found embedded in this mass and it was ab- 
solutely: normal. The tumor was a pure adrenal 
carcinoma springing from the right adrenal gland. 
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CASE III. Male, seven months old. A large solid 
mass was observed to be present in the right ab- 
domen extending from ribs to groin. The parents 
did not know when it first appeared. Cystocopy 
was done under ether anesthesia and the urines 
from each side were negative. Pyelograms were 
not satisfactory. The blood chemistry was normal. 
Rovsing incision was made and the colon was found 
adherent over the anterior surface of the tumor, 
as was, also, the duodenum. The tumor was re- 
moved and the patient went home a week later and 
has remained well to date. Pathological examina- 
tion showed the mass to be that of a small spindle- 
cell sarcoma (not Wilms’ tumor). 

Fig. 3-A. Shows tumor of the kidney removed 
from patient in Case III. This was a small spindle- 
cell sarcoma. In Fig. 3-B is shown the appearance 


of this tumor in roentgenogram, after injection with 
opaque fluid. 














Fig. 3-A. Small spindle cell sarcoma removed 
from patient in Case III. Fig. 3-B shows roentgeno- 
gram of this tumor injected with opaque fluid. 

TUBERCULOSIS OF THE KIDNEY 

Renal tuberculosis seems to be a rare condition in 
childhood. We have seen only three cases that could 
be diagnosed definitely, although, as Kretschmer 
states in a recent article, probably many more will be 
reported when many of the chronic pyelitis and re- 
lapsing pyelitis ‘cases are studied more thoroughly. 
Probably x-ray studies of many of these cases will 
demonstrate calcified areas as noted by Braasch, in 
the diagnosis of tuberculosis of the kidney. At pres- 
ent, even in the larger series of cases, there are re- 
ported only a few occurrences in children up to fif- 
teen years of age. Kretschmer states that the Euro- 
pean urologists consider this condition difficult to 
diagnose on account of the trouble encountered in 
passing the cystoscope. As a matter of fact, the field 
of urology in children has been developed mainly by 
American urologists and the smaller calibered instru- 
ments in use in our country explain the greater ad- 
vancement made in such diagnoses. 
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Such announcements as these have made many 
men ‘reluctant to have their young patients cysto- 
scoped. Even when they know that the lesion is in 
the urinary system, they are sometimes averse to the 
use of instruments, on the ground that it entails the 
use of+a general anesthetic, an added burden and dan- 
ger to an already damaged excretory system. No 
doubt, many cases will need general anesthesia, for 
careful accurate cystoscopic work; but we have de- 
sired to avoid this as much as possible; and in many 
cases we find that, by being patient, working gen- 
tly and slowly, we can cystoscope them repeatedly 
using only local anesthesia. This is very important 
when repeated examinations or treatments are need- 
ed, and even when we do use a general anesthetic at 
the first examination, we find that if we take care to 
dilate the urethra thoroughly at this time, subse- 
quent examinations or treatments can be made under 
local anesthesia with little difficulty. Naturally, 
only the sure, deft, experienced urologist should un- 
dertake this work, and the proper equipment is ab- 
solutely essential. 


The following case of kidney tuberculosis illus- 
trates several points: (1) renal tuberculosis in child- 
hood; (2) an attempt to conserve the kidney and 
promote healing by conservative treatment; (3) re- 
peated examinations and treatments with the cysto- 
scope can be carried out successfully under local an- 
esthesia in children. 


CASE IV. Female, 14 years of age. Two years 
previous to the time the patient was first seen, she 
experienced frequency ; hematuria; pain in the left 
kidney region, and had pyuria. There was no pul- 
monary tuberculosis but the left hip was affected 
six years ago. It is ankylosed at the present time. 
Cystoscopy under local anesthesia revealed a blad- 
cer wall not markedly inflamed and with no typical 
tuberculous ulcerations. The left orifice and sur- 
rounding bladder wall were seen to be inflamed, 
however. The bladder urine and that from the left 
kidney contained much pus and bacilli so numerous 
that they formed a matted mass. The right ureteral 
orifice was normal in appearance and the urine 
from this side was normal. The right kidney had 
good function. 


Repeated examinations, functional tests, and 
lavages with weak carbolic solution, were done. 
After five months’ treatment the kidney was well, 
apparently. However, the pyelograms showed a 
very slight change in the upper pole of the left 
kidney, . For six months the patient remained well, 
with clear urine, and without any symptoms. Then 
a recurrence took place and a typical ulceration 
was seen on left orifice. Left nephrectomy was 
effected and she remained well and symptomiess 
for the next two and a half years. Upon returning 
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at this time there were found, in the urine from 
this remaining right kidney, pus and many tubercle 
bacilli. This cleared up quickly with pelvic lavage 
of weak carbolic solution. Following this she was 
under observation for two years and was quite all 
right at each periodic examination. . Her present 
condition is not known, as there has been no report 
or check-up for the last five years. 

CASE V. Male, aged 15. This lad presented a 
typical picture of renal tuberculosis with malaise; 
hematuria; dysuria and a frequency of every twenty 
minutes. Six bladder hemorrhages had been ex- 
perienced a short while before he was presented for 
urological consultation. Cystoscopy revealed an 
inflamed bladder with small capacity. The right 
orifice was golf-hole in appearance and the left 
was edematous and situated upon a dome-shaped 
eminence. No tubercle bacilli could be demonstrated 
in the urine. Pyelograms showed the right ureter to 





Fig. 4. Pyelogram of right side of patient in 
Case V. The right ureter is shown constricted. 


be constricted. ( Fig. 4). The excretory ability of 
the left kidney was found to be satisfactory. 

Nephrectomy was done under gas anesthesia, by 
general surgeon for whom urological survey was 
made. The pathological report on the removed 
right kidney was that most of the renal] tissue had 
been destroyed and that in the remaining portions 
many definite tubercles were found. Seven years 
have now elapsed since the operation and the pa- 
tient is well and enjoying good health. 


URINARY CALCULI 
Urinary calculi, although rare in children, must be 
watched for in those cases, especially, where consid- 
erable pain in any area of the urinary tract is a prom- 
inent. symptom. Enuresis cases, too, should arouse 
the suspicion of stone, particularly of the bladder. 
which is the most frequent lozation. 


CASE VI. Male, aged 2. Acute retention of 
urine was the reason that this child was sent for 
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urological examination. A stone was discovered 
lodged in the bladder urethra and was removed 
per urethra by long Mathieu forceps. It was slight- 
ly smaller than a coffee bean, which it resembled 
in shape very much. Complete cure of the reten- 
tion was effected by the removal of this stone. 

CASE VII. Male, aged 4. This little boy was 
referred suffering from intense urinary difficulty 
and spasm. Instruments met with obstruction in 
the prostatic urethra, apparantly from a stone, and 
this impression was confirmed by x-ray. The film 
showed a large stone in a pocket in the prostatic 
urethra. It was removed by perineal incision, as 
we felt that too much trauma would result from 
urethral manipulation and extraction. Complete 
cure of symptoms were brought about by the opera- 
tion. 

CASE VIII. Male, aged 10. For six months this 
boy had suffered from pain in back and left side, 
extending down into groin. There was frequency 
and terminal dysuria. No hematuria was present. 
Under spinal anesthesia, cystoscopy was done and 
a large stone was seen in the bladder. X-ray study 
did not show any stones in either kidney or ureter. 
Pus was present in specimens from right kidney 
and from bladder, with positive cultures for B. coli. 
The left kidney urine was clear. Bladder stone was 
removed later by surgeon in patient’s home town, 
ty supra-pubic incision. 








Fig. 5. Showing stone in each kidney, in adult 
female. Bladder stone had been removed from this 
patient when nine years of age. 


CASE IX. Adult female. We removed stones 
from each kidney (Fig. 5) but at 9 years of age a 
bladder stone had been removed by Dr. Scott at 
Temple, Texas. 


CASE X. Female, aged 9. This girl had had a 
stone in left ureter which had been removed else- 
where by open operation, after several attempts had 
been made to effect instrumental removal under 
prolonged gas anesthesia, unsuccessfully. A ureteral 
fistula was present when we first saw the case. 
This fistula was apparently due to closure or stric- 
ture of the ureter below the incision point. The 
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fistula was relieved by forcing the obstruction from 
below through the bladder, by means of a rigid 
instrument (stone searcher). Following the open- 
ing of this obstructed ureter, the fistula promptly 
closed. This maneuver and all subsequent dilata- 
tions of stricture and lavage of pelvis were done 
under local anesthesia. (Fig. 6). 

CASE XI. Male, aged 11. Hematuria and fre- 
quency of a year’s duration were the essential symp- 
toms of this boy. Urological study revealed that he 
had a blind ureteral stump on right side (Fig. 7-A) 
with congenital absence of the right kidney. And on 
the left side there was hydronephrosis with calcified 
areas or stones (Fig. 7-B). Possibly this was an old 
healed tuberculous kidney. No pus was in the 
urine at the time of examination. The first cysto- 
scopic examination was under ther anesthesia. The 
subsequent ones under local. 








Fig. 6. Pyelogram on patient in Case X, after 
relieving ureteral fistula. 





Fig. 7-A. Ureterogram showing stump of ureter 
on right, in congenital absence of kidney. Fig. 7-B, 
pyelogram of left side shows calcifications in left 
kidney area. 

CASE XII. Female, aged 15. This case shows 
the effects of neglect in kidney cases. For six or 
seven years this girl had so-called pyelitis with 
pain, temperature, pyuria, and so forth, but urolo- 
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gical consultation had never been sought. When 
first seen she was in a dangerous condition. There 
was pus in both right and left urines with positive 
cultures for colon bacilli, and pyelograms revealed 
blocking stones in each pelvis. P. S. P. test showed 
that none of the dye came through on the right 
side and only a trace on the left. Marked anemia 
was present, with a blood urea of 90 mg. per 100 cc. 
of blood. It was felt that operation was her only 
chance, even though her condition was desperate. 
Under spinal anesthesia a loin incision was made 
on the left side and a- large perinephritic abscess 
was found. This was drained and the occluding 
stone on this side was removed from the pelvis. A 
week later nephrostomy was done on the right side. 
At first some improvement was seen but then the 
blood urea began to mount and she died from uremia 
one month later. 











Pyelographic study following injury to 
Incidental finding of kidney stone on the 
(Case XIII). 


Fig. 8. 
left side. 
right side. 





Fig. 9. Pyelogram of the right kidney in Case 
XIII. 
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CASE XIII. Male, aged 10. This lad was struck 
in the abdomen 5 weeks previous to the time he 
was first seen. He was observed to have a mass 
in the left loin, with persistent hematuria. The 
mass was tender. Following cystoscopy under local 
anesthesia this mass disappeared in 48 hours. When 
the pyelogram plates were studied, there was seen 
on the right side a large stone, apparently in the 
pelvis of the right kidney. (Fig. 8 and 9). There 
were no symptoms referable to the right kidney at 
this time. With the impression that the left kidney 
was blocked as a result of the injury, operation was 
done under ether anethesia. A tight stricture of the 
ureter and a right-angle kink were found just below 
the pelvis. Also, the uretero-pelvic area was buried 
in a.dense mass of adhesion. The adhesions were 
dissected away; the kink was straightened, and a 
ureteroplasty was effected upon the stricture. 

The convalescence from this operative procedure 
was gatisfactory in every way for 5 weeks and the 
wound was practically healed when suddenly the 
patient began to have periodic seizures of high 
temperature associated with vomiting, and with 
pain and tenderness on the right side. Believing 
that the stone in the right kidney, which had been 
discovered in the x-ray plates, was occluding the 
kidney on this side and causing present symptoms, 
operation was decided upon. Under ether anesthesia 
this right kidney was exposed by a loin incision and 
@ large cortical abscess was discovered in the mid 
portion. Further, upon incising the pelvis, much 
pus welled forth and the large stone was observed 
to be obstructing at the uretero-pelvic junction. 
The stone was removed, the abscéss was drained, 
and the wound closed. With periodic observations, 
at which time pelvic lavages were done, during the 
last 9 months since he left the hospital, this lad is 
now enjoying good health and is free from symp- 
toms. 

This case is unusually interesting in that it shows 
different major pathology in each kidney at the 
same time, in a 10-year-old boy. 


INFECTIONS OF THE URINARY TRACT 


Acute and chronic infections of the kidneys and 
bladder form the largest number of urological cases 
in children, approximately one-third. It is well un- 
derstood ahd generally recognized that these cases 
fall into two divisions: (1) those in which the course 
of the disease is self limited or which get well under 
medical: treatment; (2) those which, after the acute 
symptoms subside, progress to chronicity with con- 
tinuing pyuria, or which have recurrences of the 
acute attacks. A diligent search must be made for 
foci of infection in such cases, with removal of same. 

Some of the cases in class 2 were, and still are, 
cured promptly by the passage of ureteral catheters 
and lavage with various antiseptics. Many, however, 
present real obstructive conditions which require 
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long treatment, and frequently operation is neces- 
sary to remove the underlying pathological condition. 
Here again we wish to emphasize the desirability of 
carrying out the repeated treatments (lavages, dila- 
tations, and so forth) under local anesthesia, not only 
because of the added expense and prolonged hospitali- 
zation entailed by the administration of general anes- 
thetics, but mainly because by local anesthesia added 
burdens to already damaged excretory systems may 
be avoided. 

And again in regard to dilatation, it is wise to 
poiat out that dilatation of the urethra is very im- 
portant, not only for the ease of later cystoscopies 
but also primarily for its curative effects in certain 
cases. We feel certain that, in those cases which were 
cured promptly after one or two pelvic lavages, and 
which had long resisted medical treatment, probably 
the main benefit was from the dilatation of the 
urethra and bladder neck and not so much from the 
dilatation of the ureter by the catheter and lavage of 
the renal pelvis. It is surprising how many urethras 
and bladder necks are constricted and form quite an 
obstruction to the urinary outflow per se. 

CASE XIV. Female, aged 6. Continuing attacks 
of pyuria and temperature, with urine slow in pass- 
ing. Cystoscopic examination revealed a trabeculat- 
ed bladder wall with many cellules, some of which 
could be considered as early diverticula. A prompt 
cure was brought about by dilatation. and pelvic 
lavage. Has remained well for nine years now. 
Undoubtedly this little girl would have developed 
diverticulitis of bladder if the treatment had not 
kegun at this time. 


CASE XV. Female, aged 4. Painful urination 
with enuresis were the symptoms of this little girl. 
A definite contraction of the bladder neck was seen 
upon cystoscopy. A prompt cure was effected by 
dilatation. 

CASE XVI. Female, aged 9 months. This baby 
was found to have a marked constriction of the 
urethra with pus from both kidneys. The symp- 
toms were urinary difficulty, pyuria, and fever. A 
complete cure was brought about by a few cysto- 
scopic treatments. 

CASE XVII. Female, aged 7 years. The com- 
plaint of this patient was bloody urine. Upon 
cystoscopy there was seen a marked constriction of 
the bladder neck with a fringe of polypoid tumors 
on right and lower margins of sphincter, such as 
is often seen in adult female patients and which 
is so well described by Folsom of Dallas in a pecent 
Treatment, consisting of fulguration and 
dilatation, brought a rapid disappearance of the 
symptoms. 

CASE XVIII. Female, aged 3. This child had 
pyuria with asthmatic attacks. Urological study 
revealed that she had double ureters on the left 
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Fig. 10 Pyelograms of patient in Case XVIII, 
siianle, age 8, showing double ureter on the left 
side, with infected-ureterocele, and hydro ureter. 
side with the upper segment ureter opening into a 
huge ureterocele or rather accessory bladder (Fig. 
10). There was hydro-ureter of this segment, with 
infection. Many treatments were given and the 
infection was completely eliminated. The asthmatic 
attacks have rarely occurred since the infection 
was cleared up. The child has remained well now 
for four years (éxamined‘a few weeks ago). It 
was thought at first that heminephrectomy and 
ureterectomy would be indicated, but such has not 
been necessary :to-date. All treatments except the 
first were done. under local anesthesia. 





Fig. 11. Pyelogram of right side in Case XIX, 
showing conditions resulting from long period of 
imperfect treatment. 


CASE XIV. Female, aged 15. There had been 
infection of kidneys since seven years of age. The 
patient had received ‘ultra-violet treatments and 
nothing else. Thig eam@ ghows the results of 
negleet, (Fig. 11). 

CASE XX. Male, aged 14. This was a weak, 
emaciated lad with a residual of 4@ ounces, His 
bladdey walk was seen to be heavily trabeeylated 
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Fig. 12. Fig. 12-A, shows double ureter and hy- 
dronephrosis found in Case XX. Fig. 12-B shows 
the left pyelogram in same case, with pyoureter 
and pyonephrosis. 
like that of an advanced prostatic case. On the 
right side there was found a double ureter with 
hydronephrosis. (Fig. 12-A). On the left there 
was pyoureter and pyonephrosis (Fig. 12-B). Fur- 
ther, there was absence of the left lower half of the 
sacrum, presumably ifrom congenital neurogenic 
lesion (occult spina bifida), This case also illus- 
trates the appearance of a neuregenic bladder. 
Treatment, consisting of pelvic lavages, caused 
great improvement, as did the keeping of the re- 
sidual reduced. No permanent results were possible 
in this case. 

CASE. XXI. Female, 22 months. This; baby had 
fever, pyuria, and a large cystic mass in the left 
kidney area. Upon cystoscopy we found the right 
kidney urine clear but pus was present in the blad- 
der specimen. The left ureter ended in a blind 
pocket (only 1 cm. in length). Uvnogelectan gave 
no shadow in the left kidney area, but a good 
pyelogram on the right side. The kidney waa 
seen to be rotated. Probably the 
trated a case of congenital stri 
kidney had been exposed and ope 
where wen the baby was one year led, 





Fig. 13. Pyelogram of patient in Case XXII, 
showing double ureters on the left, both being in- 
fected. 


CASE XXII. Female, aged 2. High fever. for 
weeks had been experienced by this patient. Upon 
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cystoscopy there was seen a double ureter on the 
left side (Fig.:13) both of which yielded pus-con- 
taining urine. Also, the right kidney was infected. 
After several pelvic lavages, the intravenous in- 
jection of mercurochrome solution, and the removal 
of infected tonsils which were evidently the foci of 
infection, complete cure was effected, with the dis- 
appearance of all symptoms. This child has now 
remained well for seven years, with no return of 
her former trouble. : 

CASE XXIII. Female, aged 3. This child was 
sent in on account of pyuria. A stricture of the 
right ureter was discovered, upon urological ex- 
amination, which was apparently causing, by ob- 
struction, the infection in the right kidney above. 
Dilatation, lavage, and removal of chronically in- 
fected tonsils effected a complete cure. 


CASE XXIV. Female, aged 5. When first seen, 
this child was in a grave state of emaciation. There 
was a large fast-growing mass in the left loin. 
It was not tender, nor was there any temperature. 
Cystoscopy revealed nothing, and it was the im- 
pression that a kidney tumor was being dealt 
with. Two transfusions were given and the child 
was gotten in fairly good shape for operation. 
Under ether anesthesia, loin incision was made, but 





Fig. 14. Pyelogram on Case XXIII, female, age 
3, showing stricture in right ureter. 


upon incising the lumbar fascia an enormous peri- 
nephritic abscess was found. Over a gallon of pus 
was evacuated. Drains were inserted and_ the 
wound was closed. Cultures of the pus showed B. 
coli. Improvement was noted following the opera- 
tion, but then she began to sink and died four 
weeks later. Autopsy revealed extensive tuber- 
culosis of each kidney and of the lungs. 

This case is particularly interesting in that a 
perinephritic abscess simulated kidney tumor and 
that the kidneys were markedly tuberculous though 
the urines were apparently free of any bacilli or 


pus. 
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OBSTRUCTIONS OF THE URETHRA 


Vesical neck obstruction or constriction of the 
urethra is not rare in children. We mention again 
the cases in which dilatation of the urethra seemed 
the important factor in the cure of cystitis and pye- 
litis.. 

A male baby, aged 7 months, suffering from very 
difficult and painful urination evidently had a valve 
in the posterior urethra. Dilatation to 17 F. relieved 
this trouble. *In another male baby, aged 9 months, 
attacks of retention were permanently cured by. dila- 
tation. 

CONGENITAL ANOMALIES 

The distressing congenital defects are self-evident. 
We have seen several cases of exstrophy of the blad- 
der, but have been unable to get consent for opera- 
tion. We have had one case of epispadias in a female 
aged 4 years. Operation in this case was only partial- 
ly successful. Upon a male infant, 18 hours after he 
was born, operation was done for imperforate meatus. 
After a short tunnel from the meatus to the canal 
had been effected, dilatation was done to 12.F. and 
the condition was completely relieved. 

It is evident that the congenital anomalies which 
we see in adult cases, such as absence of kidney, 
supernumerary kidney, horse-shoe kidney, and the 
like, would have been discovered if these individuals 
had needed urological investigation as children, and 
would have been recorded as interesting examples. 
No doubt many of them will be discovered earlier in 
life in the future, because evidently the prejudice 
against accurate urological work in children is being 
overcome. And we.may, it is believed, anticipate 
great strides forward, in the years which are to 
come, in the further development and greater per- 
fection of urology in infancy and childhood, to the 
inestimable benefit of these little patients. 





GRANULOMA COCCIDIOIDES 





Primary Cutaneous Lesion—Treatment 
with the Actual Cautery. Report 
of a Case. 





STANLEY W. IMERMAN, M. D. 
CARLYLE P. IMERMAN, M. D. 
Los Angeles, California 





In recent years, there has been an increasing num- 


ber of reported cases of granuloma coccidioides. 


Early diagnosis and treatment are of grave impor- 
tance as regards the ultimate prognosis. Evans and 
Ball’ reported an analysis of twenty-seven cases of 
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coccidioidal granuloma in which the total duration 
was known and their figures indicate that the diag- 
nosis was established an average of 3.4 months before 
death, but this is after the disease has more than half 
run its course. In 1896, Rixford and Gilchrist’ report 
a case in which the curette was employed to remove 
a coccidioidal skin lesion, and, in order to render 
the effect more certain the bare surface was “‘thor- 
oughly seared with the actual cautery. Some of the 
patches so treated were cured.” In the case which 
is to follow, the actual cautery was the only method 
used and so far has yielded good results. 


K. A., male, age 26 years, studio “stage-hand”, 
white, American, married, came to this office Janu- 
ary 31, 1931, complaining of a “boil” on the right 
shoulder. 

Present Illness: January 27, 1931, the patient 
first noticed a small pruritic pustule on the outer 
aspect of the right deltoid muscle. This grew stead- 
ily larger and assumed the characteristic appear- 
ance of a large boil, but was not painful. The lesion 
was incised January 31, 1931, but no purulent 
exudate was obtained. The subsequent treatment 
consisted of iantiphlogistine and warm magnesium 
sulphate wet dressings. The lesion changed in ap- 
pearance, becoming covered with small pustules and 
vesicles, and spread rapidly. February 6, 1931, a 
scant yellowish, purulent, exudate was noticed in 
the central portion of the lesion. Because of the 
characteristics (unlike a boil) of this lesion we be- 
came suspicious of a malignant condition. There 
has been no loss of weight or general malaise since 
the onset of this illness. 

Past History: Born in Michigan, lived in Cali- 
fornia for past fourteen years, with the exception 
cf 1925 and 1926 in Florida. Was in the San Joa- 
quin Valley, about forty miles northeast of Bakers- 
field, California, for fourteen days during Novem- 
ber 1930, while on location with a motion picture 
studio. Fibroid tumor removed from the right arm 
eighteen years ago, tonsillectomy seventeen years 
ago, pneumonia twenty-four years ago. Pleurisy 
with effusion, 1928, associated with enlargement of 
the cervical lymph glands—probably tuberculous. 
Night sweats, chills and fever, December, 1930. 
Acute upper respiratory infection, January 7, 1931. 
Frequent ‘sore throats and headcolds during past 
six months. Blood Wassermann two years ago was 
negative. No other salient points. 

Family History: Negative. 

Marital History: Not essential. 

Physical Examination: Positive findings: Janu- 
ary 381, 1931—tall, asthenic, adult, weight 145 
pounds. Temperature 98 degrees. Pulse 96. Blood 
pressure 112/75. There is a pustular, freely mov- 
able skin lesion in the outer upper aspect of the 
right shoulder about 1 cm. in diameter, no tender- 
ness. Around this is an acute inflammatory area 
measuring about 3 mm. There is one enlarged left 
posterior cervical and one enlarged left submaxillary 
lymph gland. These are about the size of small 
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almonds, hard, freely movable but not tender. Feb+ 
ruary 7, 1931—Temperature 98 degrees. Pulse 80 
There is a granulomatous, deep-seated, freely mov- 
able, skin lesion on the upper outer aspect of the - 
right shoulder, measuring about 2 cm. in diameter, 
and not tender. In the central portion is a. yel- 
lowish purulent exudate. There is an enlarged, 
right supraclavicular lymph gland, which is hard} 
freely movable and not tender... The enlarged lymph 
glands previously described in the neck are stil 
present. : 


Laboratory Examination: Urine negative. Blood , 
hemoglobin 85 per cent, red blood cells 5,020,000} 
white blood cells 11,270. Differential and smear— 
normal. Scrapings from the lesion in suspension 
in 10 per cent sodium hydroxide showed definité 
spores with endospores, and a few of these showed.a 
definite rupturing of the cell membrane. Diagnosis 
—coccidioides immitis. Culture of exudate made on 
plain agar. shows mycelium. X-ray of right 
shoulder—no bone destruction shown. Stereoscopic © 
x-ray films of the chest show no evidence of active 
pulmonary tuberculosis, intrathoracic tumor or 
other pathology, except some increase in the hilus 
and peribronchial tissues of both sides and some 
pulmonary fibrosis in the right lower lobe area. Bi- 
opsy of skin lesion shows a specific granuloma char- 
acterized by giant cells and occasional fungus-like, 
double refractile bodies ranging in size from 15 to 
30 microns and resembling partially degenerated 
coccidioides organisms. Diagnosis: Coccidioides 
granuloma. Two guinea pigs inoculated intra- 
peritoneally with a suspension of coccidioides growth 
taken from the pure agar culture, showed tumor 
masses onthe testes; which were filled with thick, 
creamy pus; also numerous nodules throughout the . 
peritoneum, liver, pancreas, spleen, and stomach. 








Fig. 1. 
original skin lesion as exhibited on Feb. 13, 1931. 


Photograph of right shoulder, showing 
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Fig. 2. Photograph of shoulder on Feb. 18, show- 
ing appearance after radical resection with the ac- 
tual cautery. 


Examination of pus from the abscesses showed coc- 
cidioidés immitis. 

Treatment: Feb. 18, 1931—Radical resection of 
the lesion with the actual cautery. 

Course: The wound was treated with daily dry 


Fig. 3. Photograph of right shoulder, taken on 
April 8, 1931, showing lesion almost entirely filled 
in with scar tissue. p 
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dressings. There was a continuous discharge of 
yellowish, purulent material. Temperature and 
pulse taken three times daily has been normal. The 
edges of the wound ‘and surrounding muscles’ were 
gently massaged daily to prevent the scar from ad- 
hering to the underlying tissues. March 18, 1931— 
The wound was granulating nicely and practically 
filled in with scar tissue. April 8, 19831—Wound 
filled in with scar tissue. Patient feels fine and 
has gained nine pounds in weight. 
COMMENT 

Owing to the fact that the x-ray examination of 
the chest and bones of the right shoulder showed. no 
metastatic or direct involvement with the granuloma 
coccidioides, we think this is a very early diagnosis 
and it is very probable that the enlarged lymph gland 
in the right supraclavicular region is inflammatory. 
The enlarged lymph glands in the left side of the 
neck are probably tuberculous in character, but this 
cannot be ascertained as the patient refuses a biopsy. 
We believe this to be a case of primary coccidioidal 
granuloma of the skin. Although no history of 
insect bite could be elicited from the patient, it is 
very possible that during his stay in the San Joaquin 
Valley such a thing could have occurred. Jacobson’ 
advocated the use of copper sulphate and colloidal 
copper in the treatment of these cases, and we wish 
to acknowledge his assistance and suggestions in the 


management of this case. Howéver, this is.a radical 


departure from his usual therapeutic measures for 
Of course this method would 
be useless in effecting a cure if any secondary in- 
volvement of other organs was previously ascertained. 


coccidioidal lesions. 


Photomicrograph of section of lesion, 


Fig. 4. 
High power 


showing a spore inside a giant cell. 
magnification). 
CONCLUSION 
A case of apparently early cutaneous granuloma 


coccidioides is reported and up to the present time 





Fig. 5. Photomicrograph of section, showing a 
spore in the central portion of a tubercle (see ar- 
row). (High power magnification). 
there is evidence that the radical excision of the 
lesion, with the actual cautery, has produced a cure 
without any other treatment. Photographs of the 
lesion, the appearance after resection and a later re- 
sult are shown. Microphotographs are presented 
showing a spore inside of a giant cell and another 
spore inside of a tubercle. 
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SOME TRENDS IN MEDICAL 
ECONOMICS 


W. WARNER WATKINS, M. D. 
Phoenix, Arizona. 

Medicine—“the science and art dealing with the 
prevention and cure or alleviation of disease.” 

“The practice of medicine is an art which utilizes 
the sciences. It is also an economic activity with 
definite relations to the cost of living, the distribu- 
tion of wealth, and the purchasing habits of the peo- 
ple. . . . Over one million American citizens make 
their living in this broad field, and for their services 
or the commodities which they sell the American 
people pay annually over three and a half billion dol- 
. . As a profession medicine has gone forward 
with strides during the last century and especially 
during the past 25 years. Even during the last dec- 


lars. . 
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ade, medicine’s advance in the warfare against sick- 
ness is little short of marvelous. . . . As an economic 
activity, however, medicine has made much less phe- 
nomenal progress. The predominant economic insti- 
tution in medical practice today—private individual 
practice—dates back to ancient times.” (It is ad- 
mitted by every one who has studied the question to 
be the ideal situation which must not be disturbed,— 
the individual doctor treating the individual patient. 
—Author.) However, “a barrier—in large part 


economic,—stands between practitioners, able and 
eager to serve, and patients who need the service but 
are unwilling or unable to pay for it.” (Extracts 
from Medical Care for the American People.) 

At the present time, from three different sources, 
we are receiving suggestions bearing on the economics 
of the practice of medicine. These suggestions must 


be given careful consideration by individual practi- 
tioners and by every medical society, if we are to 
make intelligent plans regarding our future policies 
and avoid disintegration in the ranks of organized 
medicine. These three sources of information are: 

(1) The report and recommendations of the 
Committee on the Costs of Medical Care. 

(2) The American Medical Association, whose 
fund of information was summarized in the Confer- 
ence of Secretaries and Editors, called by the Asso- 
ciation and held in Chicago last month; where the 
discussion was devoted entirely to the so-called “‘con- 
twact practice” in its various forms afid™ ramifica- 
tions. 

(3) The report of the Commission on Medical 
Education, which has just appeared in book form. 

We will discuss each of these sources as briefly as 
will be consistent with intelligent undérstanding, 
and then attempt to coordinate all three in order to 
see in what direction we must move if we are to fol- 
low sound economics in our professional work. 


I. 

The Committee on the Costs of Medical Care. The 
final report of this committee has appeared in book 
form. The basic problem whose solution has been 
sought during its five years of investigation was ex- 
pressed as follows: ‘The delivery of adequate sci- 
entific medical service to all the people, rich and 
poor, at a cost which can reasonably be met by them 
in their respective stations in life.” The report of 
the committee is accompanied by a minority report, 
signed by eight of the physician members of the 
whole committee. The chief points of divergence in 
the two reports are along the lines of how and by 


whom the plans for delivering adequate scientific 
medical service shall be developed. The minority re- 
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port represents the views of organized medicine, espe- 
cially the American Medical Association, although 
some very eminent members of the Association also 
signed the majority report (e. g., Barker, Horsley 
and Wilbur). The minority report contains, among 
other recommendations, the following: 

“The minority joins with the Committee in rec- 
ommending that the study, evaluation and coordina- 
tion of medical service be considered important 
functions for every state and local community.” 
“The minority recommends the development by 
state and county medical societies of plans for medi- 
cal care.” 

The investigation of the Committee disclosed 
that about ten per cent of the people have adequate 
income to secure medical care and pay for it without 
strain on their resources. Another ten per cent are 
taken care of by various governmental or charitable 
agencies. Eighty per cent of the people find diffi- 
culty in paying for adequate medical, surgical, hos- 
pital and nursing care in the event of serious illness. 
This eighty per cent constituted the problem for the 
investigating committee and still represent the prob- 
lem for organized medicine in any community. 

For delivering adequate medical service to this 
eighty per cent of the population, the majority of 
the Committee recommend that plans be developed 
by lay organizations, by hospitals, by insurance com- 
panies, and by governmental agencies. The minor- 
ity report insists that any plans for medical service 
shall be developed and controlled by the medical pro- 
fession itself. In one of the publications of the Com- 
mittee, their concept of what constitutes adequate 
medical service in any community is set forth, and, 
in abbreviated form, is as follows: 


“What is Good Medical Care? 

1. -It is limited to the practice of rational medi- 
cine based on medical science. (It is quite certain 
that the report of this committee with its warnings 
against quacks and cultists, and the high powered 
publicity behind this report, is going to be highly 
beneficial to the whole medical profession.) 

2. Good medical care must emphasize prevention, 
because diagnosis, prevention and treatment are in- 
separable aspects of the science and art of medicine. 
(Prevention must not be left to the public officials, 
but must’ be a part of the every day practice of 
every doctor, whether in general practice or in a 
specialty.) 

3. Good medical practice must include intelligent 
cooperation between practitioners and patients, and 
between medical practice and the public. 

4. Good medical care must treat the patient as 
a whole, and take into consideration all factors 
which affect his health. (This is much the business 
of a specialist treating the eyes as joints, as it is of 
the general practitioner.) 

5. Good medical care requires a close and con- 
tinuous relation between the physician and the pa- 
tient. An individual doctor treating an individual 
patient is the essential unit in good medical care. 
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6. Good medical.care must be coordinated with 
social welfare work. 


7. Good medical care requires a coordination and 
proper balance among the various agencies, institu- 
tions and organizations through which medical 
service is provided. 

8. Medicine does not adequately fulfill its func- 
tions until the same perfection of technic is within 
the reach of all individuals. 

In the December issue of California and Western 
Medicine the recommendations of the committee 
(majority report) and the minority report are giv- 
en, in parallel columns. The contrasting views ap- 
pear very clearly when these are read in conjunction, 
and they are reproduced here. (See p. 23.) 

The majority report definitely places its endorse- 
ment on group practice as developed by lay organi- 
zations, by hospital associations, by insurance com- 
panies, and by governmental agencies. We already 
have all of these in various forms, and since some of 
them contain or invite evils against which organized 
medicine has always fought, we will turn to the dis- 
cussions before the Conference of Secretaries and Ed- 
itors tor examination of some of these plans. 


II. 

The conference of secretaries and editors in No- 
vember was given over to a discussion of the various 
methods of contract practice which have developed 
during the past fifty years, and the effect upon the 
further expansion of these which the report of the 
Committee on the Costs of Medical Care will have. 
Dr. Leland made the statement that the Association 
now has record of more than 400 such schemes and 
plans and others are being reported right along. Sev- 
eral of these have been described and criticized dur- 
ing the past several months in the journal and bulle- 
tin of the Association. Undoubtedly a new crop will 
spring up as the direct result of this report, since 
their recommendations definitely encourage this. In 
the October issue of the Bulletin, Dr. Leland wrote 
on “Some Phases of Contract Practice,” and his in- 
troductory remarks should become a part of our 
thinking, when we study this whole question. The 
substance of his opening paragraphs is as follows: 


“The medical profession is profoundly affected by 
economic conditions over which it has no cnotrol. In 
the midst of such economic conditions, certain ten- 
dencies in medical practice are being emphasized, 
and these tendencies deserve our serious considera- 
tion if we are to preserve the type of. administra- 
tion of medical care which has always governed 
us. ... The practice of medicine has always been in- 
dividualistic and has never recognized any need for 
large organizations, combinations or selling agen- 
cies, or any other intermediate agency to bring to- 
gether the patient and the physician. . . . The pro- 
fession has held steadfastly to the principle of free 
choice of individual physician as essential to the best 
interests of public and physician, yet numerous types 
of medical practice have been recently developed 





JANUARY, 1933 


RECOMMENDATIONS OF THE COMMITTEE 
ON THE COSTS OF MEDICAL CARE. 


I 
The committee recommends that medical service, 
both preventive and therapeutic, should be furnished 
largely by organized groups of physicians, dentists, 
nurses, pharmacists, and other associated personnel. 
Such groups should be organized, preferably around 
a hospital, for rendering complete home, office and 
hospital care. The form of organization should en- 
courage the maintenance of high standards and the 
development or preservation of a personal relation 
between patient and physician. 
II 
The committee recommends the extension of all 
basic public health services—whether provided by 
governmental or non-governmental agencies—so that 
they will be available to the entire population accord- 
ing to its needs. This extension requires primarily in- 
creased financial support for official health depart- 
ments and fulltime trained health officers and mem- 
bers of their staffs whose tenure is dependent only 
upon professional and administrative competence. 
III 
The committee recommends that the costs of med- 
ical care be placed on a group payment basis, through 
the use of insurance, through the use of taxation, or 
through the use of both of these methods. This is 
not meant to.preclude the continuation of medical 
service provided on an individual fee basis for those 
who prefer the present method. Cash benefits i. e., 
compensation for wage-loss due to illness, if and 
when provided, should be separate and distinct from 
medical services. 
IV 
The committee recommends that the study, evalu- 
ation, and coordination of medical service be consid- 
ered important functions for every state and local 
community, that agencies be formed to exercise these 
functions, and that the coordination of rural with 
urban services receive special attention. 
V 
The committee makes the following recommenda- 
tions in the field of professional education: (a) That 
the training of physicians give increasing emphasis 
to the teaching of health and the prevention of dis- 
ease; that more effective efforts be made to provide 
trained health officers; that the social aspects of 
medical practice be given greater attention; that spe- 
cialties be restricted to those specially qualified; and 
that postgraduate educational opportunities be in- 
creased; (b) that dental students be given a broader 
educational background; (c) that pharmaceutical ed- 
ucation place more stress on the pharmacist’s re- 
sponsibilities and opportunities for public service; 
(d) that nursing education be thoroughly molded to 
provide well educated and well qualified registered 
nurses; (e) that less thoroughly trained but compe- 
tent nursing aides and attendants be provided; (f) 
that adequate training for nurse-midwives be provid- 
ed; and (g) that opportunities be offered for the 
systematic training of hospital and clinic adminis- 
trators. 


RECOMMENDATIONS OF THE 
MINORITY GROUP 
I 

The minority recommends that government com- 
petition in the practice of medicine be discontinued 
and that its activities be restricted (a) to the care of 
the indigent and of those patients with diseases which 
can be cared for only in governmental institutions; 
(b) to the promotion of public health; (c) to the 
support of the medical departments of the Army 
and Navy, Coast and Geodetic Survey, and other 
government services which cannot because’ of their 
nature or location be served by the general medical 
profession; and (d) to the care of veterans suffering 
from bona fide service-connected disabilities:and dis- 
eases, except in the case of tuberculosis and nervous 
and mental diseases. 


II 


The minority recommends that government care 
of the indigent be expanded with the ultimate object 
of relieving the medical profession of this burden. 


Ill 


The minority joins with the committee in recom- 
mending that the study, evaluation, and coordination 
of medical service be considered important functions 
for every state and local community, that agencies 
be formed to exercise these functions, and that the 
coordination of rural with urban services receive spe- 
cial attention. 


IV 


The minority recommends that united attempts 
be made to restore the general practitioner to the 
central place in medical practice. 


Vv 


The minority recommends that the corporate prac- 
tice of medicine, financed through intermediary 
agencies, be vigorously and persistently opposed as 
being economically wasteful, inimical to a continued 
and sustained high quality of medical care, or unfair 
exploitation of the medical profession. 


VI 
The minority recommends that methods be given 
careful trial which can rightly be fitted into our 
present institutions and agencies without interfering 
with the fundamentals of medical practice. 


Vil 


The minority recommends the development by 
state or county medical societies of plans for medi- 
cal care. 
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which must inevitably defeat this principle. These 
newer types of medical practice not only limit free 
choice of physician but also create groups, cliques 
and dangerous dissensions within medical organiza- 
tions. Contract bargaining, solicitation, misrepre- 
sentation and underbidding have resulted in unfair 
competition among physicians in some sections. 
Moreover, some of these schemes have been organ- 
ized and are being operated in direct opposition to 
and defiance of the established principles of ethics 
of the American Medical Association.” 


There are four general types of group or contract 
practice, 

1. Lay Organizations. One of the best illustra- 
tions of such practice is the Public Health Institute 
of Chicago, now merged into the organization called 
“National Medicine, Inc.” This is nothing more than 
the five and ten cent store idea carried into the prac- 
tice of medicine. By organization along the lines of 
big business, handling large numbers of people in a 
short period of time, and for csah, and by means of 
extensive advertising, medical care is offered at low 
cost. 

Another modification of the same idea was that of 
the Los Angeles Record, which offered medical serv- 
ice along with one year’s subscription to the paper. 
The treatment was given through the Pacific Life 
Extension Service, Inc., using a pancl of physicians, 
one or two in each of several communities, at a low 
cost fee list. 

The American “People’s League is another miodifi- 
cation of a promoter’s scheme for giving medical 
service at low cost. The League charges a membership 
fee of $5.00 and an annual fee of $18.00, in return 
for which medical service is given. A physician is 
secured who will agree to give this. medical service 
for $2.00 a year. The difference between the $2.00 
a year which the physician gets and the $18.00 a 
‘year charged the patients is a very handsome profit 
for the promoter. In March, 1931, this particular 
league had a membership of over 1000 persons; the 
doctor who was to do all the work received $2000 
and the promoter $14,000 for collecting the money. 

The ordinary lodge practice where the lodge 
physician is paid a salary for taking care of the lodge 
members is another modification of this same plan, 
dressed up in the garniture pf a benevolent organiza- 
tion, to make. it look , respectable. 

2. Hospital Organizations. Some of the hospital 
organizations embody the best features of contract 
care. Our industrial hospitals developed about a need 
which could not have been met in any other way. 
Here in consideration of the payment of a fee, de- 
ducted from the payroll of each worker, the indus- 
trial concern will furnish medical care and hospital 
care, varying in character and scope. From the hos- 
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pital and medical care of industgiah imjuries. sustaimed 
by a worker while on duty, it hag developed: ix 
communities to the care of the entire family of the 
worker in all kinds of sicknesses or injuries. In small 
communities where the only doctor obtainable is the 
company dcotor, this plan is the only one which can 
take care of the situation, and no substitute for it 
has ever been suggested. When the community 
grows and independent practitioners come in, com- 
plications enter into the picture. 

The Mutual Benevolent Hospital Association, 
started in California in 1851, is a closed staff hos- 
pital organization, with a membership list which fur- 
nished high grade medical and hospital care to its 
members for about $22.00 per year. This particular 
association has large endowments, and the fee of 
$22.00 does not cover the cost of the medical and 
hospital care. Hospitals which have attempted to im- 
itate this plan without the hospital endowments from 
philanthropists have encountered difficultie¥. How- 
ever, there are several such organizations. The Bay- 
lor University Hospital Plan offers only hospital 
care for a yearly fee of $9.00, which covers hos- 
pital care for 21 days, operating room, anesthetics, 
laboratory fees, floor nursing, ordinary medicines 
and dressings, with 50 per cent discount on x-ray 
work. It does not include the physician’s fees, and 
excludes tuberculosis, venereal and contagious dis- 
eases. Several hospitals are considering the adoption 
of this plan. Where such hospitals have a closed 
staff, it at once becomes a means of solicitation of 
patients for a limited group. The plan, however, is 
workable on an ethical basis, when provision is made 
for control by the county medical society, as a 
whole. 

In some localities where an entire community is 
served by a single hospital, and where all the physi- 
cians of the community have access to the hospital 
privileges, a collective medical service is being of- 
fered. For an individual membership of $25.00 or a 
family membership of $100.00 a year, medical and 
hospital service has. been offered; the physicians are 
paid by salary from the hospital fund in the one ex- 
ample studied, so that this became essentially a hos- 
pital plan. 

Most of the so-called hospital associations are 
misnomers. ‘They are simply organizations develop- 
ed by promotion. Some high powered salesman will 
sell a promise to deliver medical service on the basis 
of a yearly fee. After selling a sufficient number of 
such contracts, he will hire doctors to deliver the 
service he has promised to deliver. Most of the so- 
called hospital associations are simply sales organiza- 
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tions for such contracts. One clinic in Los Angeles 
is devoted almost entirely to taking care of a large 
clientele of this sort composed of about 40,000 mem- 
bers. 

Sickness Insurance. The most comprehensive 
plan is that of the Columbia Casualty Company, 
which is a subsidiary of the Ocean Accident and 
Guarantee Company. “If the general idea of insurance 
is accepted, this plan has fewer objections than any 
of the plans mentioned before. It has been formulated 
by expert insurance men cooperating with medical 
men, and aims to eliminate as many of the objection- 
able features of group practice as possible.” It will be 
given a marked impetus by the report of the Com- 
mittee on the Costs of Medical Care. This is the 
plan which will be brought into this community 
very soon, if it has not already appeared here. This 
company already maintains an office here, for indus- 
trial work. The plan proposes to have a corps of 
salesmen~selling sinsurance to individuals or groups, 
and we will soon have the same insurance company 
which now cares for a large portion of our’ indus- 
trial insurance,. also taking care of the family ill- 
nesses, through their already employed doctors. The 
Columbia Casualty Company are already at work in 


. . 4 . . . . . 
California on this plan which embraces solicitation 
by salesmen at a profit to the insurance company; 


they do not propose to have any conferences with 
organized medical bodies, frankly stating that they 
can always secure twenty per cent of the medical 
profession to cooperate with them, and that to this 
twenty per cent their work will be given. It will in- 
evitably split the organized medical profession, wher- 
ever this plan is put into effect. 

Most other insurance plans are but modifications 
of this, and many with even more undesirable fea- 
tures. 

4. Governmental Control. We have govern- 
mental control in the Veterans’ Bureau, in the Public 
Health Service, in the care of indigents. Govern- 
mental control is working into the general field of 
medicine along the industrial route. Washington 
and Oregon have gone a long way toward such con- 
trol; Arizona has gone a little way along the same 
route. Washington has a workmen’s compensation 
law which provides unlimited medical care through 
a state fund for compensation and a state medical aid 
fund. The law seemingly provides that an injured 
workman shall have the physician of his choice, but 
under the operation of the law a system of medical 
care has developed, in which the choice of physician 
has been eliminated, and the end result is a system 
of private contract health insurance of workers and 
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their families for all ailments, taken care of by 
groups of doctors selected by the Industrial Com- 
mission. 

One of the largest of such groups is the Bridge 
Clinic, with headquarters at Tacoma, and with as- 
sociated physicians in twenty-five other points ‘in 
Washington. The state industrial board enters into 
contract with this Clinic to care for industrial work- 
ers and their families for all ailments, so that the 
Clinic becomes a subsidiary of the industrial commis- 
sion, and the Commission is in reality practicing 
medicine through these agents. 

The Oregon State Industrial Accident Commission 
is now making direct contracts for industrial medi- 
cal service with physicians, groups of physicians and 
hospital associations. 

In Arizona, the criticism of our Industrial Com- 
mission has been because of a tendency in this same 
direction. 

Ill. 

The Commission on Medical Education is a body 
which has been studying the problems of medical 
education in this country. Their work has of neces- 
sity brought them in contact with many phases,—be- 
cause they have studied: the distribution of physi-’ 
cians, the probable needs fo the future for physicians, 
the kind of medical education required to meet those 
needs, and many allied questions. They have made 
their report realizing that the medical practice of 
today must be adjusted to meet the new conditions 
both within the profession itself and within society 
in general. The horizons, opportunities and responsi- 
bilities of medicine are expanding with great rapidity. 
The practice of medicine is over specialized and the 
medical education of the physician of the future 
must turn more and more toward a general practi- 
tioner of a new type, with a broader general knowl- 
edge. It is estimated that 85 per cent of the illnesses 
from which people suffer can be and should be tak- 
en care of by the general practitioners... ,Yet. of -the 
156,000' practitioners of miedicine in the’ United 
States, 47,000 are classed as. specialists, whereas we 
actually need not more than 20;000. 

Faced with the facts from these three sources, ‘can 
we coordinate and develop an_ intelligent: policy 
which will be acceptable to the entire medical body, 
which: will be adequate for its purpose, and which 
will be economically sound? Caught as we are be- 
tween the upper and nether millstones of an inade- 
quately distributed medical service and a demand for 
such service at. reasonable cost, what are we going 
to do? We have three possible courses, here stated as 
problems, suggesting no definite answer, because the 
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problem cannot be answered by any one man or any 
group of men, without a long and intensive study of 
our Own community’s needs and available resources. 
The reason the American Medical Association can 
present only general principles is that no solution will 
be applicable the country over. Every local county 
society must make its own study and solve the prob- 
lem in the light of its own community’s needs. 

1. We can adopt a passive, laissez faire, attitude, 
—and do nothing. In that event, it will be done to 
us, and it will be aplenty! 

2. We can wait until some individual or organ- 
ization, who cares not one whit for medical ethics, 
ideals or progress, comes into the community and 
promotes some scheme and graciously permits us to 
have some share in our own professional practice. 
Such promoters have little consideration for organ- 
ized medicine, but will attempt to make deals with 
individuals or groups. 

3. We can do what sensible men should do, when 
warned in advance by impending calamity. We can 
carefully study the entire situation, as we are asked 
to do by the minority report. We can collectively 
and systematically study our own community and 
its needs; we can study our own society membership 
and its capacities and faults; we can study all avail- 
able data for delivering adequate medical care. In 
the light of all we can learn, we can then unitedly 
develop our own plan for our own community, 
operated by ourselves, for our own continuing cred- 
it, and for the remuneration to which good medical 
practice entitles us. Our salvation lies directly along 
this course, and along none other. Doing nothing is 
suicide. Accepting a compromise is slow poison. 
The corpse is just as dead in either event. 

Solutions can be found and a sound economic pol- 
icy worked out by the medical society of any com- 
munity. It cannot be done, however, by swivel chair 
opinions or by going off on a tangent. It will require 
long, intensive study and coordination of all social, 
economic, political and ethical questions involved. 
Until that study is made, no opinions that may be 
offered will be worth much. 

DISCUSSION BY DR. W. O. SWEEK, 
Lois Griinow Memorial, Phoenix, Ariz. 

Dr. Watkins has brought before us a topic of vast 
import. He is to be most highly commended and 
sincerely congratulated on making a most intelligent 
synopsis of the “Wilbur Report.” I am in complete 
harmony with him when he says: “We can adopt a 
passive laissez-faire attitude and do nothing. In that 
event, it wi'l be done to us, and it will be ap’enty.” 


‘Speaking ‘as one who-is-in a position. to trim-sail .., 


and take advantage of prevailing winds and-capital- 
ize on emergency conditions to the extreme. disad- 
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vantage of our less fortunate brother practitioners, 
I do not wish to push an immediate advantage for 
temporary gain by taking a short view rather than 
a long view objective. If we were to adopt a short 
view objective, we could profit temporarily at the 
expense of other doctors. In the long run, any in- 
surance scheme, state medicine or mutual coopera- 
tive must reduce us all to the level of unorganized 
wage earners. 

Dr. Watkins, in his zeal to combat the many evils, 
has far exceeded the late lamented President Wilson 
in points, and has given us 41 instead of 14. As the 
time is limited, these points cannot be taken up one 
by one, at least not by me. Doubtless, they will all 
be brought out by others. Methods of cutting medi- 
cal expense to the public can be done ethically, only 
in three ways: 

(1) Reduce the doctor’s income. 

(2) By better organization and coordination of 
present facilities and personnel; and by creating a 
better demand for the product. 

3) By increasing the buying power of the miass- 
es, by increasing wages, by increasing consumption. 

I am opposed to the first alternative, for the rea- 
son that even under so-called prosperous circum- 
stances, the earnings of the average doctor were 
little above those of a first-class building mechanic. 
It appears to the men with whom I am associated 
that the latter two alternatives offer the basis for 
a solution of our difficulties. 

We are in the midst of profound eccnomic changes, 
and change is going to take place in every phase of 
our social and economic structure, including the 
business side of our profession. As a profession, we 
have ignored many responsibilities in the past, while 
on the cther hand we have been taken advantage 
of and have assumed burdens which properly be- 
longed to society as a whole. 

There was little or nothing said or done by our 
profession when bankers were loaning billions of 
cur money to the allies and getting the stage set for 
a war in which we had no business. We, as a pro- 
fession, did nothing after the war toward forcing 
the curtailing of further loans of billions of dollars 
by these same eminent men, to foreign countries 
who were told that they would have their war debts 
cancelled so that these private loans could be paid. 

Farmers were encouraged by the same financial 
advisors to go into debt unnecessarily and to borrow 
money from the federal land banks and from private 
banks. Independent business men were high-pres- 
sured by salesmanship on the part of bankers and 
promoters to abandon business principles which had 
been successful for a hundred and fifty years and 
incorporate and make their money out of stocks 
and bonds instead of the business of producing and 
merchandising goods. The people were encouraged 
to speculate, gamble, and invest in watered and 
worthless stocks and bonds. Billions of government 
and other tax-exempt securities were issued and 
now afford safe investment for the slickers that de- 
stroyed.a_prosperous ,people. As a profession we re- 
mained quiet while this was being done. 

Now, when the “cold, gray dawn of the morning 


ee 
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after” arrives and our over-rated “big-shots” look 
around for some one to pay the piper, their eyes spot 
the ever-present sucker and burdenbearer of all 
times, the worker and producer, who must pay, and 
I think the members of our profession are to be 
classed both as workers and producers. 

First, we are told production costs must be cut, 
with machinery ‘and speed. Thus we destroy the 
worker’s buying power and lower his standard of 
living. Then we discover the lost trade and throw 
millions out of work in order to conserve surplus 
and capital. Farm produce sinks to the price level 
of the days of Queen Elizabeth. With 13,000,000 
workers idle, we are again asked to come to the aid 
of our leaders(?). We are told that we must retain 
our “rugged individualism,’’ maintain the value of 
government securities, make a gold dollar worth 12 
bushels of corn and 8 bushels of wheat. 

What is your home worth? What is your life in- 
surance worth? What are your securities worth? 
What will you collect out of the accounts on your 
books? If you can answer all of these questions 
satisfactorily and are perfectly satisfied with things 
as they are, then you should not object to cuts in 
your income. You and I know that none of us can 
answer these questions satisfactorily. The prospect 
of lowered standards for yourself, a poorer outlook 
for your family, and ultimate peonage for them and 
their children is the issue which confronts us now. 

The ten per cent of the population that Dr. Wat- 
kins mentioned is still able to pay for medical 
services, but they don’t. They haggle over the 
amount, they cut visits to as low a level as possible, 
and often leave bills unpaid for* months. The sup- 
port of charitable and semi-charitable institutions 
by this ten per cent of the population has reached 
an all-time low level. Hoarding is present in all 
classes to an unprecedented degree. With every 
article that is necessary for human life and comfort 
unsaleable, because purchasing power is destroyed, 
what do we men in the profession of medicine expect 
in the way of a living wage? What have we a 
right to? Do we have the right to organize into 
groups and racket for the sole purpose of defraud- 
ing the public and our fellow practitionérs, or are 
we under oath bound to bear a human relationship 
to the unfortunate both within and without the pro- 
fession? 

I say to you that my associates do not favor, and 
will not approve anything savoring of a racket, 
whether it be in the guise of Mutual Benefit Soci- 
eties or Insurance Companies of whose receipts only 
from 25 to 50 per cent would be devoted to medical 
service. The bulk of insurance money goes to de- 
fray the cost ef promoters, maintenance, operation 
and profits, which include legal service to avoid 
liability, and the payment for services of doctors 
and others of a questionable, if not wholly unethi- 
cal, nature. 

High pressure insurance salesmen, elaborately 
equipped suites of offices, glad-hand promoters and 
profits paid to investors and laymen, and small fees 
paid to doctors, based on volume, is not the answer 
to our problems. 
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Worse still, salaried physicians employed by in- 
surance companies always degrade the high standard 
of medical practice and ethics. This combination is 
bound to destroy good medical practice of a high 
standard and lose all fair consideration of the pub- 
lic. This type of practice is responsible for the es- 
tablishment of ta new rule in our courts. For many 
years, if the subject of insurance was mentioned in 
a personal injury case, the court would declare a 
mistrial or the Supreme Court would set a judgment 
aside. The low ethies of insurance company doctors 
has caused this rule to be changed. For illustration: 
In ta recent case (the general principles of which 
have been duplicated many times) cited in 3 Pacific 
Reporter (29) on pages 639-643, a doctor was called 
as a witness for the defendants. It developed from 
his testimony that soon after the plaintiff was tak- 
en home from the casualty, at a time when plaintiff 
was seriously injured, the doctor called at plaintiff’s 
house to make a physical examination. It developed 
he had not been called by the plaintiff, or any mem- 
ber of his family. Plaintiff’s counsel developed these 
facts on cross examination and the additional fact 
that he was sent to make the examination by the 
insurance company. The defendant moved to strike 
the testimony concerning the insurance company as 
prejudicial and also moved to discharge the jury, 
which motions were denied. The Supreme Court of 
Kansas, in sustaining the rulings of the lower 
court in the case, said: 


“The circumstance of a physician calling to make 
an examination of a sick and injured man without 
having been called by him or any member of his 
family, is in and of itself so unuswal, if indeed not 
so unprofessional, as to be a proper subject of in- 
quiry as to how he happened to go there for that 
purpose. If it be true that an insurance company 
was really defending the action, that it had its 
physician intrude himself into the sick room of 
plaintiff, it is not in a position to complain when 
the physician whom it has employed injects into the 
record the fact that he was appearing for an insur- 
ance company. To so hold would permit anyone rep- 
resenting an insurance company who had anything 
to do with the case, and who was called as a wit- 
ness, to say that he was representing an insurance 
company, and thereby force a new trial.” 

We have fought too many years for high stand- 
ards to let down the doors now without a battle to 
the last ditch. I do not claim, nor do my associates 
claim, that we, or the rest of the medical profes- 
sion, are perfect. We do insist that reforms are nec- 
essary. We all know that they are. Older men have 
seen this thing coming and, following their lead, I, 
personally, have made strenuous efforts in the past 
to help. These efforts were evidently premature iand 
unpopular. The policies which in the past I have 
advocated in the Maricopa County Medical Society 
have, on the whole, never been favorably consid- 
ered. However, some of my colleagues have thought 
favorably of some of these ideas. So, today, some 
of us iare in a position to render aid, if needed, in 
the fight for better things, if the members of the 
society can see the necessity for a close and binding 
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code of ethics, fitted to changed circumstances and 
designed to put a stop to the abuses existing or 
planned by lay organizations, state and federal med- 
icine. Gentlemen, we are with you in a clean fight 
for right. 

Arizona can be the means of starting a movement 
that might readily become national in scope and ben- 
efit many people. We must fight. If we do not band 
together, three-fourths of the doctors in Maricopa 
County must leave. Of the remaining fourth, the 
majcrity will work as hirelings for the lay boss. 


THE TREATMENT OF VINCENT’S 
ANGINA 





BLOYCE HILL BRITTON, M. D. 
El Paso, Texas 


The object of this paper is simply to bring out a 
very effectual treatment of Vincent’s angina which, 
apparently, has not been recognized by the leading 
authors and laryngologists of today. This treatment 
was first discovered and advanced by Dr. James M. 
He states 
that the manner in which he arrived at this conclu- 


Britton, approximately thirty years ago. 


sion was that, when he was a boy on a farm in 
Alabama, hogs were suffering from cholera and 
dysentery and they were fed a very weak solution 
of bluestone in their feed and in their water, which 
proved very effectual in the treatment of this dysen- 
tery. In later years, after he began the practice of 
medicine he came in contact with Vincent’s angina 
and, as nearly as he can remember, first used this 
treatment about 1902. 

The treatment consists in the direct application, 
daily or twice daily, of copper sulphate in from 10 
to 20 per cent solution in glycerine, applied directly 
to the lesion, the strength advised by Dr. Britton 
The throat is first cleaned and 


being 15 per cent. 


the necrotic debris removed as nearly as possible, 
this being accomplished by an alkaline spray or 
hydrogen peroxide application, and the copper sul- 
phate is applied directly to the necrotic areas. Great 
care should be exercised in the use of the applicator; 
first, that all the crypts of the tonsils, if that be the 
area of involvement, are completely emptied of their 
contents and the applicator inserted deep into the 
crypts and deep into any other necrotic area which is 
present. Great care should also be exercised in using 
the solution in that, if a very large portion is swal- 
lowed, of course, nausea and emesis follow. 

In looking over the various publications on this 
subject, it is amazing to find the variety of treat- 
ments which are advocated. They are, more or less, 
all non-specific and have not proved worthy of con- 
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sideration when compared to the copper sulphate 
treatment of Vincent’s angina. In following this 
treatment for the past three years, I have treated a 
series of cases, viz.: 121 cases of Vincent’s angina, 


In the 


more obstinate cases, where there is extensive in- 


and have had specific results in all cases. 


volvement of the lymphatics, bismuth solution intra- 
muscularly has been used and this speeds up the 
eradication of the disease; however, I have not had 
one case which has demanded more than one week’s 
treatment to completely eradicate the infection, 
when bismuth has been used in conjunction with 
the local treatment being given in the form of bilip- 
sodol and given at daily intervals. 

In view of these results, I feel that it is justifiable 
to publish this report, giving Dr. James M. Britton 
the credit which is due him for the advancement of 
this treatment, which he has been using for all these 
years but which, through his procrastination, he has 
failed to publish. 





MATERNAL AND CHILD 
HYGIENE IN A COUNTY 
HEALTH UNIT 


ESTELLA FORD WARNER, M. D. 
*U. S. Public Health Service 


(Read at the New Mexico Public Health Associa- 
tion in May, 1932, and published by permission of 
the Surgeon General.) 


In presenting this subject, I am borrowing the 
technic of the movies with which we are all familiar. 
First, the method they employ in taking different 
sets, then running them all together to give a sense 


The other method is 


that of the “close-up” wherein a single detail is 


of time, space, and sequence. 


thrown upon the screen and all relationship to the 
picture preceding or following is destroyed. The 
latter method, unfortunately, is the one commonly 
used by most of us in our health work, so that we 
lose the balance and vision that is so necessary to the 
advancement of Public Health. 

Let us hastily turn back, then, to the time when 
the first man was probably the first doctor, the first 
obstetrician, the first pediatrician, and undoubtedly 
the first health officer. We have no record of the 
methods nor technics he used in the practice of 
medicine, but we are very sure that he adopted such 
measures as his experience and intellect suggested, to 
the end that advancement was sure, albeit slow. The 
Egyptians gave us our first rules of personal and 
community health, our first record of “health 
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habits”; and, interestingly enough, those principles 
are still basic in our modern conception of public 
health. The Babylonian priests were the first to 
practise the art of medicine; their closeness to the 
supernatural probably qualified them for both pro- 
An interesting record tells that a patient 
discontented with the diagnosis or care of the priest- 
doctor, would frequently order his strétcher carried 
to the marketplace, where the passersby might look 
upon him and offer assistance as to cause, care, and 


fessions. 


cure of the ailment. Human nature has changed but 
little during the centuries, and the suggestions passed 
over the bridge table, the telephone, or back yard 
fence, are still in vogue. 

Generation followed generation and mankind stood 
helplessly by in the face of great pandemics that 
threatened to destroy the world, and often did wipe 
out as much as a fourth of the world population. 
Little wonder that men associated disease with the 
gods, and that the priest remained the physician. 
Then came the Greek teachings that illness was the 
end-result of natural causes and that superb physical 
development, brought about through exercise, rest, 
baths, diet, would secure health and destroy disease. 
Hippocrates, although believing that the plague was 
the instrument of Divine wrath, brought forth the 
first doctrines of the relationship of environment 
and the qualities within the individual that might 
produce disease. His conception is not far removed 
{rom our modern views as to the use of toxins, anti- 
Hippocrates, to be 
sure, based his theories upon intuition and specula- 
tion, while our present methods are the result of 


toxins, sera, and biochemicals. 


careful scientific investigation. 

Rome undertook environmental hygiene and con- 
structed great systems of water-ways for bringing 
pure water from the mountains to the densely pop- 
ulated areas. But even though the theory of the 
natural causation of disease and the efficacious re- 
sult of good water supplies seemed to be proving 
themselves, epidemics and pandemics continued; and 
civilization everywhere stood powerless in the face 
The 
revolt of the people against the excesses and perver- 
sions of the later Greek and Roman “culture”, af- 
forded opportunity for the clergy, often most un- 
scrupulous, to lay hold again upon the leadership 
controlling mind and body. The result was the 
outgrowth of .charlatanry, which produced charms 
and saints, even saints specializing in certain diseases, 
and the supposed benefits of the “divine touch” .of 
those particularly anointed by the Almighty. 

Out of these “dark ages” and centuries of pro- 


of illnesses over which they had no control. 
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found superstition and lack of scientific knowledge, 


emerges a gleam of advancement. Paracelsus in the 
early fifteenth century contended that alchemy 
should not be used for making gold alone, but also 
for curing and retarding disease. His disciples were 
called “quacksalbers”, dubbed 
they believed that mercury would cure certain ill- 
nesses. About this time the microscope was invented, 
and the first printing establishment was set up in 
London—two important steps forward in the ad- 


“quacks”, because 


vancement of science and the promulgation of scien- 
tific knowledge. Time passed on; and, although 
prophets were calling in the dark about bacteria 
causing disease, science bent its attention upon the 
improvements in skills of surgery and the perform- 
ance of medical practice, rather than upon those 
things we include in public health. We have but to 
remember that it was just one hundred years ago 
that England within a single year lost 42,000 people 
Local boards of health were 
then organized to collect data concerning deaths and 
to “control” epidemics. Within a year or two the 
British Central Office of Registrar General was 
established for the purpose of collecting data on 
births, deaths, and marriages. 


from cholera alone. 


It was then found that cholera deaths were more 
or less segregated into certain districts of London. 
There arose those who contended that the cholera 
was not due to human contact, as was the belief, but 
to the well and river water that supplied these areas. 
Finally the London 


County Council reluctantly set about securing 


Twenty-five years passed. 


water from other sources than the raw river water 
of the Thames and the adjacent surface wells. But 
be mindful that there still existed those who at- 
tributed the cholera to the lack or excess of ozone 
in the water rather than to bacteria. 


During all that period, other remarkable investiga- 
tions and discoveries were being made. Jenner had 
Lister and Pasteur 
opened the microbic world to us; the discovery of 
the bacillus, the meningococcus, the spirochete palli- 
dum, and others, followed. Laboratory methods re- 
vealing the growth and habits of these germs were 
improved. 


developed the smallpox vaccine. 


It remained, however, for the late nine- 
teenth and early twentieth centuries to apply the in- 
formation gained to the prevention of disease and 
the prolongation of life. We no longer stand help- 
less before infection, but face each disease not al- 
ready subdued, with the confidence that time and 
study will add another conquest. 

With the Twentieth Century came a new interest 
in health; namely, the interrelationship between the 
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community and individual health, and the responsi- 
bility of the community for the general health and 
welfare of its people. States began to organize state 
boards of health during the middle of the nineteenth 
century. Massachusetts was the first; Alabama fol- 
lowed; and others soon perfected like departments. 
The chief purposes of these health services were the 
collection of data concerning life and death, the con- 
trol of epidemics, and the promotion of environ- 
mental hygiene, chiefly the supervision of water 
supplies and sewage disposal plants. With the growth 
of health departments and the common knowledge 
of facts they revealed as to incidence of illness and 
death, up sprang volunteer organizations with in- 
terest in some one disease or age group. There was 
little evidence of a unified concept of health services 
and especially is that true in the field of child hy- 
giene. 

In the larger cities, medical inspection of school 
children became an instituted procedure, often with- 
out relationship to the health department or even to 
other departments within the school system that 
might be related to health, for instance, home eco- 
nomics and nutrition. Infant welfare clinics were 
established under private auspices, the early milk 
The 
approach to such problems as maternal health, infant 
welfare, school hygiene, and health teaching, came 
There was 


stations giving rise to the more formal clinics. 


from almost as many different sources. 
a profound lack of interrelationship or coordination 
and the workers were unsure of existing relationships 
between organizations, volunteer and official. 


There were two outstanding movements that per- 
haps quickened the pace of interest in child health 
and public health. The first was the attempt to re- 
duce infant mortality; and the second was the dis- 
covery of the tubercle bacillus and the following at- 
tempts to control the infection, wherein it was found 
that victory was dependent not only upon medical 
care, but also upon continuous education of the in- 
dividual in hygienic living. So we added to the 
prescribed powers of the health departments not only 
those duties that have to do with health maintenance 
for the masses, but activities which depend upon the 
education and the understanding cooperation of the 
individual. 
numbers and expanded in activities throughout the 
first quarter of the twentieth century. The Amer- 
ican Child Health Association, in a survey of eighty- 
six cities of less than 100,000 population, in 1925 
reports an average rating of 38 per cent in maternity 
hygiene, 58 per cent in infant hygiene, 32 per cent 


City health departments increased in 
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in preschool health, and 44 per cent in school health, 
indicating that health education and personal health 
were taking their places, along with environmental 
control measures, in the advancing programs of 
urban health departments. 


It was not until 1911, however, that a county 
health unit was formed to extend to rural areas the 
same type of health protection that urban areas en- 
joyed. It is interesting also that the formation of 
this health department was borne upon the wave of 
a typhoid epidemic. Yakima County, Washington, 
bears the distinction of being the first county in the 
United States so to organize. Progress in the or- 
ganization of other county health services was slow, 
and was greatly retarded by the World War. But 
interest in the need of health protection in rural 
areas and the promotion of measures to improve the 
status of child health, were accentuated by the war 
through the facts revealed by the physical examina- 
tions of the several hundred thousand recruits in the 
Army and Navy. Then came the Maternity-Infancy 
Act carrying with it Federal appropriations and sub- 
sidies for the promotion of programs intended to 
conserve mother and infant lives. For the most part 
these programs were highly specialized activities car- 
ried on in cooperation with the official health or- 
ganization, but were not a routine part of the in- 
tegral program of the department. Meanwhile, the 
United States Public Health Service and private 
foundations became actively interested in the future 
development of county or district health units built 
upon the broader ‘conception of health department 
programs, to include all salient branches of health 
work, rather than upon environmental control meas- 
ures alone. So in 1926, instead of one county health 
unit, as we had in 1911, we had 307 county or dis- 
trict health services supported by local funds and as- 
sisted through subsidies from the Public Health 
Service, the International Health Board, or other 
agencies. The personnel of these units grew to in- 
clude, besides the full-time health officer, public 
health nurses, sanitary officers, and clerical assist- 
ance. 


The early reports of county health unit work are 
interesting. A report of 1920 states that there were 
thirty-one health units in eleven states, representing 
a total expenditure of $299,095, or $7,390 a unit. 
Thirteen of these counties attempted no program be- 
yond sanitation. In 1930 a like report tells that 
there were 505 units in thirty-seven states, with 
total budgets of $7,920,983; and exclusive of Los 
Angeles County, California, whose budget was $1,- 
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342,487, the average county unit budget was $13,- 
052. In 1920, 3 per cent of the rural population was 
receiving service approximating adequate health pro- 
tection; in 1930, 26 per cent was being cared for. 
In 1920 there was an average of forty-eight prenatal 
calls per county made; in 1930, seventy-nine calls. 
In 1920, infant home nursing visits reached 386; in 
1930, they fell to 315 per county. In 1920 2,648 
school children were examined per county; while in 
1930 the number reached 2,883. There is no record 
for diphtheria immunization in. 1920—the measure 
was not then well enough established—but in 1930 
the average per county of completed toxin-antitoxin 
immunizations was 1,113. The county average on 
typhoid immunization in 1920 was 584; in 1930 it 
was 2,080. Smallpox vaccinations in 1920 were 
1,288 per county; in 1930, 1156. There are certain 
parts of a health unit program which require special 
emphasis in certain areas. For instance, shellfish 
sanitation along the seaboard; malaria and hookworm 
through the South; Rocky Mountain spotted fever 
in the Northwest; and so forth. But there are other 
phases of health department service which require 
equal emphasis throughout the country; and among 
those are services in maternal, infant, and child hy- 
giene. 

Let us turn for a few moments to the “close-up” 
of the child hygiene work in a county health unit. 
As has been indicated, the place of child hygiene in a 
rural health program has been a matter of evolution. 
First, the recognition of a problem; next, attempt 
of lay or volunteer organizations to “do something 
about” improving the situation; then the acceptance 
on the part of the official service on the basis of 
more or less a specialized part of the service (and it 
might be added, sometimes an unwanted part looked 
upon as a special brand of nuisance), and lastly, the 
inclusion of the fundamental, constructive part of 
the child hygiene program into a program which con- 
siders the welfare of the community as a whole, not 
only on the basis of the present, but projects for- 
ward into future generations. 

The balance of the child hygiene part of a whole 
program is still more or less in a state of flux. The 
American Public Health Association has given us 
the Rural Appraisal Form, and within a few weeks 
will distribute the revised and much improved edi- 
tions of the appraisal records. That probably is the 
best basis we now have for program balance, but it 
must be remembered that even that excellent chart 
and compass is still in more or less of a research stage, 
and that each of us in the field of public health is 
contributing his part in effecting an answer to the 
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problem of determining an efficient health depart- 
ment program. There is more to the part that child 
hygiene may play in a program; it is the quality of 
the service that is rendered that counts, after all. It 
is not an easy task to measure results of health ef- 
forts.. Mortality rates, which we are accustomed to 
use as the measuring rod, are poor indices for the 
thing we are attempting to evaluate, because we are 
not measuring death, really; we are trying to prevent 
death and lengthen the span of health and life. Basic 
in that type of service is the need of evaluation of 
the content of service that might assure a reasonable 
improvement in personal and community well-being. 
What are those items in prenatal care that are es- 
sential to the health, comfort, and life of the mother 
and child? What should the nurse include in her 
teaching the young mother concerning the care of 
her infant, that will assure a more normal child? 
How many preschool or school children in a com- 
munity should be immunized against diphtheria in 
rural areas before it can be positively said that epi- 
demics are ancient history? The whole question of 
child health and. the community is an unsettled one 
The National Organiza- 
tion for Pyblic Health Nursing is now making a 


as to extent and content. 


study attempting to evaluate the content of nursing 
instruction visits so that finally we may expect from 
that group some aids and routines for nursing visits 
which would be fundamental and consistent with 
program function, as well as basic in being able to 


measure effectiveness of work. Other organizations 
are making studies relating to other phases of health 
The Public Health Service is under- 
taking a study of personnel, their needed training 
and qualifications; the Milbank Fund is studying the 


performance. 


diphtheria immunization in relation to age groups, 
the percentage of immunized necessary to control 
diphtheria incidence, and so forth; the Maternity 
Center in New York has been attempting to evaluate 
prenatal care, and in a recent report has given the 
information that, with all the excellent service they 
are able to provide the expectant mothers registering 
with them, they find the incidence of maternal mor- 
bidity and mortality but little affected; but that the 
benefits are measured in the reduction of miscar- 
riages, stillbirths, and neonatal deaths, as well as in- 
fant deaths. The Commonwealth Fund in four areas 
where they carried on Child Health Demonstrations, 
conclude that, after five years’ effective service in 
each area, “there was evidence that measureable ad- 
vantages to mothers and children followed by health 
department service; and that infant and child mor- 
tality was reduced in the community as a whole”. 
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There are many other valuable and excellent studies 
under way, each having a decided bearing upon the 
present and future of health services, particularly 
those phases that relate to the so-called child hygiene 
items within a generalized health department pro- 
gram. 

Heretofore we have accepted, for want of some- 
thing better, to be sure, program patterns which have 
been handed down to rural health units from more 
elaborate and specialized activities. Those patterns 
have been applied in toto, in part, or adopted to the 
need; and, in spite of crude, often ineffective, and 
bungling effort, progress has been made in child 
health work. But do not let the close-up blur the 
vision of what is really happening. Much has been 
accredited to child hygiene activities, as specialized 
parts of community efforts. Analysis of infant 
mortality rates shows a marked decrease, but the 
drop came years ago when milk supplies began to be 
controlled, and since then the reduction in deaths has 
been quite gradual; no one can say definitely just 
how great an effect public health education has had 
upon that reduction. We believe ic has had a great 
part in producing results; the few studies that have 
been made bear that out. Maternal death rates re- 
main where they were ten years ago. Stillbirths and 
neonatal deaths are almost as high as they were be- 
fore public health swept the country. Some com- 
municable diseases have shown splendid reductions, 
but interesting things are revealed in analysis of re- 
sults of control measures instituted. One state, in a 
huge program of sanitation to control typhoid, has 
built sanitary toilets by the thousands and has to a 
small degree reduced typhoid incidence and deaths, 
but for the last ten years 25 per cent of all their 
‘ typhoid deaths have occurred under 15 years of age. 
The inference is that other things enter into the 
problem besides the care of human disposal. Still 
another state recently undertook an extensive cam- 
paign of immunization of school children for diph- 
theria, when, for the last ten years, 65 per cent of 
all deaths had been under the five-year age period. 
If we would but study carefully the problems af- 
fecting child health, we would find that it is im- 
possible to conserve child life and health by placing 
it in a compartment by itself; it is only through the 
consideration of the whole field of health that we 
can anticipate any result in improving the situation 
for children. But the fact remains that we have 
been so involved in concern over the appalling find- 
ings relating to maternal, infant, and child hygiene; 
we have groped so wildly in attempts to do some- 
thing that would win public favor in supporting our 
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efforts and produce some tangible results that we 
could point to with a long finger, that we have lost 
our balance in the relationship of the child, the 
health department, and the community. My plea is, 
then, that we consider ourselves as research workers, 
analyzing step by step our function in health pro- 
motion, and having a reason for each step in the 
light of the existing need upon the background of 
the past and with vision into the future. 





PUBLIC HEALTH NOTES 


J. ROSSLYN EARP, DR. P. H. 
Director New Mexico State Bureau of Public Health 


MILK SICKNESS 


The latest contribution on this subject to SOUTH- 
WESTERN MEDICINE, so far as I can discover, 
was published in the September, 1926, issue of this 
journal. It was by Dr. Culpepper* of Carlsbad. One 
month later, in October, 1926, a mimeographed pre- 
liminary statement was issued by the Bureau of Ani- 
mal Industry, describing the isolation by Couch of 
tremetol (C ,,H,,O,) from white snakeroot and 
the experimental production of trembles by this com- 
pound when it is given to cattle. The work of Couch 
was subsequently published in the Journal of Agri- 
cultural Research’ and in the Journal of the Ameri- 
can Medical Association’. It was not until 1930, in- 
deed, that tremetol was found also in the rayless 
goldenrod, which is responsible for trembles and 
milk sickness in the Southwest. But for the last 
five years it has been certain that a chemical poison, 
and not a living germ, is the cause of the disease. 
Sterilized plants are effective when fed to experi- 
mental animals. 

With this knowledge in mind, it is interesting to 
read again the article by Jordan and Harris‘ which 
built up so strong a circumstantial case for bacterial 
infection that for years no further search was made 
for a chemical poison. It is instructive to note how 
adherence to a theory may mislead one in the inter- 
pretation of evidence. Thus the interval between 
first taking of the poison and the development of 
symptoms naturally appears to Jordan and Harris as 
evidence of an “incubation period,” while to us it 
appears that the poison is cumulative. 

Another “find” in the literature is an article by 
W. G. Sackett’ published in 1919. The author de- 
scribed some very careful experiments by which he 
clearly proved that the poisonous principle in the 
white snakeroot leaves is soluble in 95 per cent alco- 
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hol and that it is cumulative. He also showed that 
the residue of the leaves, after extraction with 95 per 
cent alcohol, was no longer poisonous. He observed 
the fatty degeneration of the liver in experimental 
rabbits. Altogether, this author does not seem to 
have been given the credit that he deserves in the 
later literature. 


[t has not yet been determined whether the toxic 
principle in milk and butter from cows with treme- 
tol poisoning, is tremetol or some altered form of the 
poison. The Bureau of Animal Industry writes me, 
under date December 2, 1932, that they are still 
working on this problem and would be grateful for 
samples of milk and butter suspected of causing milk 
sickness.* I am sure that physicians of the South- 
west will be glad to aid this research. 


Regarding symptoms I shall say nothing here. 
They were very well described by Dr. Culpepper’ in 
1926. The same author prescribes the correct treat- 
ment, though, as we now know, for the wrong rea- 
son. Those who have to treat milk sickness in the 
light of our present knowledge should consult the 
articles of Walsh’ and of Bulger, Smith and Stein- 
meyer.” 

Milk sickness is not specified among the notifi- 
able diseases in New Mexico. However, food poison- 
ing is notifiable and we trust that physicians who 
see any case of milk sickness will notify us thereof. 
Knowledge of the whereabouts of its occurrence is 
the first step in prevention. It then becomes neces- 
sary either to take away from the cattle the rayless 
goldenrod or else to give them something better to 
eat. We are told, in a pamphlet issued by the U. S. 
Department of Agriculture’ that stock avoid the 
rayless goldenrod if they are given a sufficiency of 
wholesome forage and that one of the prime causes 
of trembles is overgrazing of the land. The same 
pamphlet gives an illustrated description of the ray- 
less goldenrod and states that it may be destroyed by 
digging to a depth of two or three inches. 


Dr. E. F. Castetter, professor of biology in the 
University of New Mexico, tells me that the weed is 
widely distributed in those portions of the State 
which lie below 7,500 feet. He adds that it occurs 
commonly on dry plains and low hills and sometimes 
on river-bottom land. Judging from a map publish- 
ed by the Department of Agriculture, it must be 
equally common in Arizona and in the Southwest 
corner of Texas. Let us be on the lookout for this 
disease and if possible get rid of it. 
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CALIFORNIA’S MEDICAL STORY, by Henry 
Harris, M. D., Associate Clinical Professor of Medi- 
cine, University of California; Chief of Medical De- 
partment, San Francisco Polyclinic; introduction by 
Charles Singer, M. D., D. LITT., University of Lon- 
don, England; Printed by The Grabhorn Press for J. 
W. Stacey, Incorporated, San Francisco, 1932. 

Dr. Harris has set a pace for other historians of 
state medical affairs. He has placed the profession 
in its historical setting. The book is divided into 
eight sections and three appendices. 

Section one deals with medicine of the California 
Indians; two, the Spanish Period; three, the Mexi- 
can Period; four, the American Period—Acquisi- 
tion; five, the American Period—Organization; six, 
The American Period—Progress; seven, The Ameri- 
can Period—Practice; and eight, Biography. 

The doctor has a splendid style of writing which 
makes his story easy to read. The reviewer read it 
from cover to cover. 

On page 164, the 9th line from the bottom, there 
is an ambiguous statement. The sentence as it reads 
is as follows: ‘The list sounded like a roll call of 
the State Society leaders, it was regular.” 

The author occasionally waxes eloquent with meta- 
phoric expressions. On page 194, speaking of the 
regulars, homeopaths, and eclectics, he says: “Even 
before the discovery of gold, the California press 
bore many evidences of these three camps, while by 
1875 to 1900 each system had blossomed into a com- 
plete flower, the pollen of which caused anaphylac- 
tic fits among the two other sets of rival medical 
gardeners,” 

In the last paragraph on page 195, the 6th line 
from the bottom, he speaks of the Sacramento Med- 
ical Improvement Club in 1860. Reading of the text 
leads one to think he meant 1880. 

There are relatively few errors, however. The 
publishers have used splendid paper and have turned 
out a bautiful book. O. H. B. 
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ANOTHER MILE STONE 


Education is living and life is growth. Unless we 
have developed, we cannot claim to have lived or to 
have learned. As we close the pages on Volume XVI 
and begin our seventeenth year, we would like to 
point to notable achievements but we cannot hon- 
estly do this without invading the realm of imagina- 
tion. Our advertising income has been cut down to 
a dangerously small amount, but we have not ma- 
terially reduced the size of the journal. We have 
published, or have ready for publication, all the pa- 
pers submitted from the constituent organizations 
owning the journal. We have been forced to with- 
hold from publication much material from hospitals, 
county medical societies and other medical organiza- 
tions as well as a number of articles submitted but 
not read before any of our constituent societies. 


Without the aid of the Cooperative Medical Ad- 
‘ vertising Bureau of the American Medical Associa- 
tion this journal could not continue. Also without 
the aid of the Medical and Surgical Association of 
the Southwest, we would be in a very precarious con- 
dition. Certainly, the other three constituent soci- 
etie-, with their subscriptions, are the mainstay of 
the journal and should either of them fail to give 
loyal support, the journal would likely collapse. 
Without the loyalty of the medical profession of the 
Southwest in supporting our advertisers, in reading, 
criticising, and, on rare occasions, praising the jour- 
nal, we would fail. Our enterprise is thus held up 
on four corners, and if we collapse it will be because 
one of the four supporting legs has failed. The one 
which has been failing during the past year is the ad- 
vertising, and when we recognize that no advertis- 
ing is going to be withdrawn so long as the adver- 
tiser feels that he is getting results from his invest- 


ment, we are constrained to use as our Macedonian 
cry,— 
READ OUR ADVERTISEMENTS AND 
PATRONIZE OUR ADVERTISERS 





MEDICAL ECONOMICS AND THE COUNTY 
MEDICAL SOCIETY 


Every county medical society in the United States 
has had thrust upon it the imperative duty of study- 
ing the principles of medical economics and the spe- 
cific application of those principles to the peculiar 
conditions in the various communities. 

The report of the Committee on the Costs of Med- 
ical Care cannot safely be neglected, as it is before 
the public and action of some sort must be taken. 
Alongside of that report is the minority report which 
represents the general principles of organized medi- 
cine. A choice must be made between the two, for 
in several respects they are diametrically opposed. 


Study is further required, because both reports are 
quite general in their statements, leaving details for 
each community to work out. The minority report 
insists that those details shall be determined by the 
county medical societies and not by any middleman 
or voluntary organization or institution. 

The American Medical Association cannot formu- 
late a general plan, but can only insist that whatever 
arrangement for delivering medical care is adopted 
shall not violate the Principles of Ethics of medical 
practice. It is on that basis that every study should 
be conducted and every plan proposed should be 
judged. 

There is presented in this issue a summary of facts 
regarding plans of giving medical care. Also a dis- 
cussion of the subject by a critical observer and stu- 
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dent. of the subject." These are printed so that a 
starting point for further study may be easy to find. 


1. The Trend of Medical Economics, by W. War- 
ner Watkins, and Discussion by W. O. Sweek, 





ROBERT T. FRANKLIN 
The sudden death of Dr. Robert T. Franklin, of 


Glendale, Ariz., early in January, was a shock to the 
medical profession and entire community of Mari- 
copa County. The cause of death was apparently 
cardiac infarction. 


Dr. Franklin was one of the younger practitioners 
of the county, having been born in 1896. He grad- 
uated from the University of Tennessee at Memphis 
in 1919 and was licensed in Arizona the following 
year. He was a very popular and faithful member of 
the Maricopa County Medical Society, having served 
the organization as vice-president and as censor. He 
was a faithful attendant at meetings of the society 
and of the hospital staff meetings. He will be sorely 
missed by his professional confreres and many friends. 
He was a member of the Glendale Rotary Club. The 
following resolutions were adopted by the Maricopa 
County Medical Society and by the Staff of St. 
Joseph’s Hospital: 

WHEREAS, God in His infinite wisdom has 
called to his just and well earned reward one of our 
most valuable and beloved members, Dr. Robert T. 
Franklin, affectionately known to us all as “Bob 
Franklin,” whose skill in both surgery and medicine, 
honesty, courtesy, sympathy, and sunny disposition 
had made him one of the outstanding men in the 
southwest, and made him a lasting friend of every- 
one who came in contact with him; 

AND WHEREAS, we know our loss, deeply 
though we feel it, is as nothing compared to the 
great loss to his family; 

BE IT RESOLVED, that the medical staff of St. 
Joseph’s Hospital and the Maricopa County Medi- 
cal Society extend to his family its deep and sin- 
cere sympathy. 

BE IT FURTHER RESOLVED, that this reso- 
lution be spread upon the minutes of these organiza- 
tions, a copy be sent to the press and another copy 
be sent to the bereaved family of Dr. Franklin. 





FRANK A. PRUETT 
After an illness of several months, Dr. Frank A. 
Pruett, of Phoenix, Ariz., died at his home about the 
middle of January. Dr. Pruett was a graduate of the 
Northwestern Medical College of St. Joseph, Mo., 
class of 1894, being sixty years of age. He was li- 
censed in Arizona in 1919 and practiced at Ray and 


Nogales, before locating in Phoenix. He was a mem- 
ber of the county and state medical organizations. 





HOW CAN WE PAY OUR DUES? 


We hear too much disgruntled comment about so- 
ciety dues. Medical organizations should take prece- 
dence in the budget over social clubs, service clubs, 
and other expenses which we bear without a great 
deal of kicking. There is something warped in the 
viewpoint of the doctor who cheerfully pays his 
monthly dues of ten dollars or more in a country 
club, or his quarterly dues of five or six dollars in a 
service club and then squawks over the yearly dues 
in his medical society. All county society dues are 
now payable, and should be put on the preferential 
list of the January budget. The dues most likely to 
be left unpaid will be the five dollars in the Medical 
& Surgical Association of the Southwest. The pay- 
ment of the dues in‘that organization calls for some 
degree of sportsmanship, since no great penalty at- 
taches to the delinquency. We would like to sug- 
gest, however, that these dues are small when com- 
pared to daily indulgences of every doctor. They rep- 
resent the cost of only two coca colas a week. Per- 
haps we do not care for such an insipid beverage as 
this and are looking forward with eager eyes and 
thirsty gullet for the advent of “beer with a kick;” 
if so, we can forego one stein of this each week and 
it will cover our yearly dues in this Association. One- 
half pint a week will be only a small portion out of 
the thirty-six gallon barrel which every man, woman 
and child in the United States must consume annual- 
ly, if the Democratic promise to “balance the budget 
with beer” is to be realized. Perhaps our patriotism 
does not extend to the point of helping the Demo- 
crats by developing cirrhosis of the liver. In that 
event the smokers among us can give up one package 
of Camels a week, or one ten cent cigar. 

It may be that this is too much to expect. If so, 
we appeal to the golfers to carry their own clubs for 
four or five rounds; we assure them that they will 
not suffer from this but will benefit physically and 
financially. An extensive search of the literature 
fails to reveal any man who ever suffered mishap or 
physical damage from carrying his own clubs, where- 
as, in our own limited experience, we know of one 
man who dropped dead on the golf course and one 
other who was shot by a stray bullet and both of 
them had caddies carrying their clubs. If we still are 
not hitting you, we suggest that ten of your weekly 
indulgences at the movie theater will cover your 
medical society dues, and still leave you forty-two 
weeks for this pleasure each year. If we are still 
wide of the mark in your case, let the pool sharks, 
bridge fiends, poker players, curb gamblers, patrons 
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of boxing or wrestling matches or bootleggers chisel 
a V off the budget allowance for such pleasures and 
charge it up to an unprofitable evening. 

For all others who are not included in the above 
categories, we suggest that you pay up like sports 
and gentlemen, and quit crabbing about the high 
cost of medical societies. 





MEDICAL AND SURGICAL 
ASSOCIATION OF THE 
SOUTHWEST 


Proceedings of the Eighteenth Annual 
Meeting, Albuquerque, N. M., 
Dec. 8-10, 1932 


Difficulties befell the annual meeting of 1982. 
The president, W. R. Jamieson of El Paso, was 
called into service in the Medical Reserve Corps 
and could not attend the meeting. The secretary, 
W. W. Watkins, while enroute to Albuquerque from 
the east, was called home by the critical illness of 
a member of his family and could not get back. 
Several numbers on the program were cancelled at 
last moment for various reasons. In spite of all 
these handicaps a very good meeting was held and 
thoroughly enjoyed by those attending. The min- 
utes are made up from information received from 
several sources and sent to the secretary. Dr. Z. 
M. Flinn took charge of the papers and served as 
secretary, protem. 

The meeting was opened by Dr. W. A. Gekler, 
Vice President, and the first day’s sessions were 
conducted by him. On the evening of December 
8th, the President-elect, Dr. F. D. Vickers of Dem- 
ing, N. M., was inducted into office and thereafter 
presided. 

Considerable re-arrangement of the program was 
found necessary, owing to the inability of some of 
the authors to attend. The following papers were 
presented and discussed, and will appear in future 
issues of this journal: 

Address of the President, Dr. F. D. Vickers, of 
Deming, N. M., which is printed in this issue. 

“Autumn Diarrhea in Children,” by Dr. M. K. 
Wylder of Albuquerque. 

“Physiology of Nephritis,” by Dr. N. H. Keller 
of El Paso. 

“Carcinoma of the Thyroid,” by Dr. J. H. Gam- 
brell of El Paso. 

“The Tissue Reaction to the Tubercle Bacillus,” 
by Drs. John W. Flinn of Prescott and Zebud M. 
Flinn of Albuquerque. 

“What Can We Do With the Far Advanced Case 
of Tuberculosis,” by Dr. J. J. Beatty of the U. S. 
Veterans’ Bureau Hospital, Tucson. 

“Some Observations on Transurethral Prostatic 
Resection,” by Dr. Kelvin D. Lynch of El Paso. 
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“Radium Treatment of Carcinoma of the Pros- 
tate and Bladder,” by Dr. David M. Davis of Phoe- 
nix. 

“Pulmonary Tuberculosis with Acute Onset,” by 
Dr. C. S. Kibler of Tucson. 

“Some Observations on Cataract,” by Drs. Steph- 
en A. and Frank P. Schuster of E] Paso. 

“Psoriasis Rupioides Complicated by Carcinoma,” 
by Dr. E. W. Johns of Albuquerque. 

“Trichomonas Infections,” by Dr. H. M. Purcell 
of Phoenix. 

“Symptoms of Gall Bladder Disease and Opera- 
tive Findings,” by Dr. W. L. Reid, of Phoenix. 

“Scalenotomy in Treatment of Tuberculosis,” by 
Dr. Meade Clyne of Tucson. 

Dr. O. S. Fowler of Denver made the address at 
one of the Clinical Luncheons. 

Dr. Walter B. Coffey of San Francisco gave the 
principal address at the evening session of Dec. 
8th, on “Research in Cancer.” 


BUSINESS SESSION 


Held in afternoon of December 10th, Dr. F. D. 
Vickers, president, in the chair. 

Report of the Necrology Committee, composed of 
Drs. M. K. Wylder, R. O. Brown and J. R. Van 
Atta, was presented as follows: 

“The Necrology Committee wishes to report that 
since our last session, the grim reaper has removed 
from this sphere the following list of our col- 
leagues: 

Dr. P. G. Cornish, Sr., Albuquerque, New Mexico 

Dr. C. W Brown, Phoenix, Arizona 

Dr. W. J. Latta, Wagon Mound, New Mexico 

Dr. E. D. McKinley, Alamogordo, New Meico 

Dr. H. W. Squibb, Safford, Arizona. 

Their work here is ended, their record is com- 
plete; they have made their last call and have gone 
to their reward. They devoted their lives to the 
care of the sick, to the relief of suffering and to 
encouragement of the distressed. Like the Man of 
Galilee they went about doing good. Their lives 
are an inspiration to us who are left. 

Together with the communities which they served 
so faithfully and their many friends, this Society 
wishes to add its word of sympathy to the be- 
reaved families.” 

Dr. M. K. Wylder was empowered with authority 
to draft a resolution protesting the activities of the 
U. S. Veterans’ Bureau hospitals in connection with 
non-service connected cases, his resolution to be 
passed on by the Board of Trustees, the President 
and Secretary, before being transmitted as the ex- 
pression of the Association. 

This resolution was drafted, duly signed by the 
officers, and transmitted to the representatives in 
Congress and to the Veterans’ Bureau. It was as 
follows: 

WHEREAS, execution of the World War Veter- 
ans’ Act of 1924, designed to extend hospital re- 
lief to veterans suffering with disease or disability 
not connected with military service, would call for 
the construction and maintenance of hospitals with 
a total capacity exceeding 120,000 beds, and 

WHEREAS, this would constitute definite class 
legislation, and 

WHEREAS, with the adequate hospital facilities 
already available in every section of the United 
States, such expenditure would involve a wasteful 
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and extravagant use of public funds, wholly un- 
justified, regardless of the condition of our nation- 
al treasury, now be it 

(1) RESOLVED, that we herewith declare this 
Association opposed to further construction of fed- 
eral hospitals for any purpose whatsoever, and be 
it further 

(2) RESOLVED, that we shall continue opposed 
to the administration of treatment of any character 
at branches of.the Veterans’ Bureau for disabilities 
other than those directly connected with the mili- 
tary service, and be it further 

(3) RESOLVED, that we request Congress to 
reconsider the Emergency Officers’ Act to the end 
that those obviously entitled to compensation of 
this sort shall be excluded, and be it further 

(4) RESOLVED, that we express our disapproval 
of disability allowance in the form of pensions, to 
veterans suffering from diseases not incurred in 
active services, and be it further 


(5) RESOLVED, that The Medical and Surgical 
Association of the Southwest, in Annual Session 
assembled, pledges itself to exert all proper meas- 
ures to prevent this unwarranted increase in our 
tax burden, and be it further 


(6) RESOLVED, that this protest be conveyed 
through proper channels to our representatives in 
Congress and that copies of these resolutions be 
forwarded to the headquarters of the American 
Legion, the American Hospital Association, the Am- 
erican Medical Association, and the Veterans’ Bu- 
reau of the United States. 


(Signed by), 

F. D. VICKERS, President. 

P. G. CORNISH, Jr. 

W. R. JAMIESON, 

E. PAYNE PALMER, Trustees. 

W. WARNER WATKINS, Secretary. 

A resolution was passed conveying to the secre- 
tary (Dr. Watkins) the sympiathy of the Association 
in critical illness and subsequent death of his sister. 

The election of officers resulted in the selection 
of the following: 

President Elect, Dr. W. A. Gekler, Albuquerque, 
New Mexico. 

First Vice President, Dr. David M. Davis, Phoe- 
nix, Arizona. 

. Second Vice President, Dr. Z. E. Funk, Santa 
Rosa, N. M. 

Secretary-Treasurer, 
Phoenix, Arizona. 

The invitation from El Paso for the 1933 meet- 
ing was accepted. 

Resolution was introduced by Dr. David M. Davis, 
expressing the thanks of the members and guests to 
the Bernalillo County Medical Society and the Albu- 
querque Country Club for the entertainment and 
courtesies received during the meeting. 

Motion was made by Dr. David M. Davis, second- 
ed by Dr. M. K. Wylder and unanimously carried 
that the piapers read at the annual meetings should 
be limited to twenty minutes in presentation, and 
that addresses of invited guests should be limited to 
45 minutes, and that discussions be limited to five 
minutes for each individual discussing a paper. 

The report of the secretary was presented and 
filed. It was as follows: 

Our membership roster, as of November 1st, 1932, 


Dr. W. Warner Watkins, 
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has 252 names. Of these only 158 had paid 1932 
dues on that date. There were 65 members who 
were delinquent for 1932 dues, 26 who were deiin- 
quent for two years and 11 who were delinquent for 
tnree years. ‘There may have been a few chianges 
trom these figures during December; if so they 
will be shown by the list printed in the program 
which is corrected to December Ist. 

During 1931 and 1932, we dropped from our roll, 
as resigned or delinquent for four year, 53 members. 
During 1932 we lost five members by death. Past 
experience leads us to believe that we will lose all 
or most of the members whose dues are delinquent 
two and three years; these are 37 in number. We 
can, therefore, figure our active membership at 
present at iabout 225, or a loss of 25 per cent from 
our roll of three years ago. We do not think this 
decrease in membership is due to the increase in 
dues adopted two years ago, but is due to the 
general retrenchment by most medical men in their 
operating expenses. It would have occurred regard- 
less of the amount of dues. 

The secretary recommends that positive effort be 
made to secure new members by a Membership Com- 
mittee, with representatives in all parts of the 
southwest district. It is a time to consolidate our 
forces and make firmer and more enduring the 
entente cordiale of the medical profession of the 
southwest as a geographical unit. 

It is also suggested that a Committee on Consti- 
tution be adopted to study our constitution and re- 
port such changes as will make it more suitable for 
our needs and more in accord with the growth of 
our organization. 

The finances of the Association are in good con- 
dition. At the close of last year we had about 
$100.00 balance, with a few unpaid bills. We have 
collected during the year $790.00 from 158 mem- 
bers. It was agreed two years ago that $2.50 per 
member instead of $2.00) should go to Southwest- 
ern Medicine to help maintain this official organ of 
expression for the medical profession of the South- 
west. Of the remaining $395.00, the sum of $300.00 
is paid for clerical help in keeping the records of 
the Association and doing all the clerical work of 
the secretary’s office. This leaves a small balance 
for meeting general expenses, postage, programs, 
and ia portion of the expense of the annual meeting. 
We will have a balance again of about $100.00 in 
the treasury at the close of this year. 

The following applications were received, and the 
applicants enrolled as members: 

Augustus B. Stewart, Las Vegas, N. M. 

C. J. Amble, Mountainair, N. M 

Henry Leroy Franklin, Phoenix, Ariz. 

Erwin W. Johns, Albuquerque, N. M. 

John D. Lamon, Jr., Albuquerque, N. M. 

Louis B. Baldwin, Phoenix, Ariz. 

J. J. Beatty, Tucson, Ariz. 

Zebud M. Flinn, Albuquerque, N. M. 

N. H. Keller, El Paso, Texas. 

J. H. Patterson, Phoenix, Ariz. 

H. M. Purcell, Phoenix, Ariz. 

Winfred L. Reid, Phoenix, Ariz. 

Wa'ter P. Sherrill, Phoenix, Ariz. 

The registration at the meeting was as follows: 


Walter B. Coffey, San Francisco. 
John D. Humber, San Francisco. 
C. A. Thomas, Tucson, Arizona. 
Stephen A. Schuster, El Paso. 
K. D. Lynch, El Paso. 

N. W. Keller, El Paso. 

O. B. Stewart, Las Vegas, N. M. 
J. H. Gambrell, El Paso. 

Z. E. Funk, Santa Rosa, N. M. 
J. J. Beatty, Tucson. 

Evelyn F. Frisbie, Albuquerque. 
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M. R. Warden, Albuquerque. 
M. K. Wylder, Albuquerque. 
’. W. Thompson, Pasadena. 
. W. Mendelson, Albuquerque. 
. S. Peters, Albuquerque. 
. S. Fowler, Denver. 
S. L. Burton, Albuquerque. 
Z. M. Flinn, Albuquerque. 
George Turner, El Paso. 
H. E. Stevenson, El Paso. 
F. D. Vickers, Deming, N. M. 
J. R. Van Atta, Albuquerque. 
J. Roslyn Earp, Santa Fe. 
Carl Mulky, Albuquerque. 
E. C. Mont. Albuquerque. 
J. F. Howell, Albuquerque. 
P. G. Cornish, Jr., Albuquerque. 
W. R. Lovelace, Albuquerque. 
H. L. Brehmer, Albuquerque. 
James R. Scott, Albuquerque. 
C. W. Gerber, Las Cruces. 
E. W. Johns, Albuquerque. 
L. M. Miles, Albuquerque. 
E. E. Royer, Albuquerque. 
W. P. Beam, Albuquerque. 
Wm. H. Woolston, Albuquerque. 
J. W. Hannett, Albuquerque. 
J. M. Flude, New York City 
(Am. Soc. Control of Cancer) 
W. A. Gekler, Albuquerque. 
H. M. Purcell, Phoenix. 
W. E. Kaser, Las Vegas. 
C. J. Amble, Mountainair, N. M. 
L. B. Cohenour, Albuquerque. 
R. H. Pousma, Gallup. 
F. H. Johnson, Carrizozo. 
David M. Davis, Phoenix. 
J. D. Lamon, Jr., Albuquerque. 
J. E. J. Harris, Albuquerque. 
Meade Clyne, Tucson. 
T. Espinosa, Espanola, N. M. 
W. L. Reid, Phoenix. 
P. J.. Travers, Gallup, N. M. 
J. W. S‘ofer, Gallup. 
C. B. Ellictt. Raton. 
Chee, §. Kibler, Tucson. 
W. B. Cantrell, Gallup. 
MF. Smith, Raton. 
P.G. Piblis. Ft. Stanton. N. M. 
Poht. O. Brown. Santa Fe. 
J. P. Kare, Santa Fe. 





FOURTH PAN-AMERICAN 


MEDICAL CONGRESS 


Dallas, Texas, March 21-25. 
GENERAL OUTLINE OF PROGRAM 

Tuesdav Morning, March 21, 9-12: Registration 
end informal reception cf Members, Fe!lows. and 
Guests. 

Section Meetings 

Each day, except Tuesday, from 9 to 12 in fore- 
noon. Regular work of the sections under the di- 
rec ion of the section officers, with the ‘assistance 
of the members of the profession in Dallas and 
Fert Worth. Clinics and demonstrations in hospi- 
tals. 

Luncheon Meetings 

Each day. from 12 to 2, there will be a Round 
Table Lurcheon Discussion, conducted by the visit- 
ing doctors supplied by the section officers, and 
under the direction of the local profession. 

General Scientific Sessions 

Each afternoon, from 2 to 5, there will be a 

General Assembly, the section work being omitted. 
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A tempting, 
nourishing drink 
for convalescents 


Ee provide the extra nourishment so essential dur- 
ing convalescence — Cocomalt with milk is sug- 
gested, at meals and between meals—daily. 

Cocomalt is a delicious chocolate flavor food drink— 
easily digested, readily assimilated, and palatable even 
to the very sick. It provides substantial nourishment 
at little cost; and is especially useful post-operatively 
and during convalescence. 

Cocomalt is a scientific food concentrate of sucrose, 
skimmed milk, selected cocoa, barley malt extract, 
flavoring, and added Vitamin D. Prepared according 
to label directions, it adds 45% more protein, 48% 
more mineral salts and 184% more carbohydrate toa 
cup or glass of milk—increasing its value more than 
70%. It contains not less than 30 Steenbock (300 
ADMA) units of Vitamin D per ounce. Cocomalt is 
licensed by the Wisconsin Alumni Research Foundation 
(Steenbock patent) and is accepted by the Committee 
on Foods of the American Medical Association. 

Not only during convalescence, but whenever a 
high-caloric diet is indicated, Cocomalt will be found 
useful. It is recommended for expectant and nursing 
mothers, for run-down men and women, for under- 
nourished children. Comes in )4-lb. and 1-lb sizes, at 
grocers and drug stores. Also in 5-Ib. can for hospital 
use at special price. 


Free to Physicians 
We will be glad to send you a trial can of Cocomalt 


without charge. Just mail coupon. 


Gcomalt & 


DELICIOUS HOT OR COLD 
F % R. B. DAVIS CO., Dept BX1 Hoboken, N. J. 
ADDS Please send me, without charge, a trial can of 
MORE Cocomalt. 
CALORIC VALUE Name 
TO MILK Address 


(prepared according ; 
to label directions) City 
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There will be addresses and clinics by distinguished 
visitors. This program is being arranged by the 
Executive Officers of the Association and of the 
Congress. 
Siesta Period 

Following the custom in Latin American coun- 
tries, a recreation and siesta period will be observed 
from 5 to 8 each day. Inspection of the Scientific 
and Commercial Exhibits is invited during this 


period. 
Evening Meetings 
Tuesday, 8 p. m. Formal inaugural exercises. 
Addresses appropriate to the occasion will be de- 
livered by distinguished representatives of the 
United States, Dominion of Canada and various 
Latin American countrics. Presentation of official 
delegates from all the countries of the Western 
Hemisphere. 
Music by the Mexican National Band or the Dal- 
las Symphony Orchestra. 
Wednesday, 8 p.m. Official banquet with re- 
sponses by distinguished visitors. Music. 
Thursday, 8 p. m. Public meeting. International 
Relations and Public Health. Music by Band or 
Orchestra. 
Friday, 8 p. m. General Scientific Session. Ad- 
dresses by eminent visitors. 
Saturday, 9 p. m. Formal reception and ball 
honoring officers and trustees. 
Sunday, March 26 
Morning: Services at different churches. 
Afternoon: Golf. Automobile excursions through 
city. Visits to aviation fields. 
Monday, March 27 
Annual Dallas Clinical Conference starts. 





BOOK REVIEWS 
MATERIA MEDICA, PHARMACOLOGY AND 
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THERAPEUTICS; by Walter A. Bastedo, Ph. D., 
M. D., Se. D., F. A. C. P.; Assistant Clinical Pro- 
fessor of Medicine, Columbia University; consulting 
physician, St. Luke’s Hospital, New York, St. Vin- 
cent’s Hospital, Staten Island, and The Staten Is- 
land Hospital; President, United States Pharma- 
cological Convention; 1930-40; Third Edition; reset; 
739 pages with illustrations; Philadelphia and Lon- 
don; W. B. Saunders Company; 1932; cloth, $6.50 
net. 

The science of pharmacology has gone ahead at 
such rapid strides in the last one to two decades 
that those of us who graduated before that time 
need a reliable book on the subject. It seems that 
Bastedo’s book fills the bill in a splendid way. He 
has emphasized the value of laboratory and clinical 
observations and attempted to attach due import- 
ance in each interpretation, one in the light of the 
other. He has given special attention to digitalis 
and its effects. 

The book is highly recommended. 

O. H. B. 





THE INSANITY PLEA, by Edward Huntington 
Williams, M. D., Author of the Doctor in Court; In- 
troduction by August Vollmer, Chief of Police, Los 
Angeles, California; The Williams & Wilkins Com- 
pany, Baltimore, 1931. 

Dr. Williams’ idea is that persons suspected of be- 
ing insane, criminals or otherwise, should be exam- 
ined and the case decided by a board of experienced 
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THE HOMAN SANATORIUM 


For the Treatment of Tuberculosis 
EL PASO, TEXAS 


A privately owned, thoroughly and modernly equipped, ethical institution of 110 rooms. 
Heliotherapy, pneumothorax, phrenic nerve and chest surgery, and all other modern meth- 
ods of treatment. 


Write for booklet giving rates and other information. 
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physicians. He thinks that the use of the expert in 
the ordinary way, one or more for each side, oftimes 
results in a travesty on judgment and a reflection 
on the science of medicine. 

In this took he details a number of interesting 
cases which makes fascinating reading. 

The book is pocket size and contains about 170 
pages with the index. It is printed on good paper 
and with excellent type. 

There are relatively few typographical errors. 
Page 33, in the 5th line from the bottom there is a 
“d’' omitted at the end of the line. The word should 
be “and” instead of “an.” On page 50 at the top of 
the line the word “year” should be plural and the 
third line from the bottom the word “clue” would be 
better if it were plural. On page 110 in the 6th 
line of the second paragraph the word “extraordi- 
nary” has the ao transposed. 

The bcok is worth while. 

0. 8. B. 





THE COLON, RECTUM AND ANUS, by Fred 
W. Rankin, B.A., M.D., F.A.C.S., Division of Sur- 
gery, The Mayo Clinic, Associate Professor of Sur- 
gery, The Mayo Foundation; J. Arnold Bargen, B. 
S., M.D., M.S. in Medicine, F.A.C.P., Division of 
Medicine, The Mayo Clinic, Assistant Professor of 
Medicine, The Mayo Foundation; and Louis A. 
Buie, B.A., M.D., F.A.C.S., Section of Proctology, 
The Mayo Foundation. Philadelphia and London; 
W. B. Saunders Company, 1932. Cloth, $9.50. 

This book of 846 pages contains 28 chapters, a 
bibliographic index, a subject index, and 435 illus- 
trations, mostly in black and white; all are excel- 
‘ent. Each chapter has a considerable number of 
references. 

The subject matter is presented in a clear rela- 
tively concise manner and yet in detail. It is a ref- 
erenc, book of exceptional value. 

The reviewer was surprised that no mention was 
made of allergy in conjunction with mucous colitis 
or pruritus ani. The authors may not accept the al- 
lergic theory to explain some2 of these cases, but it 
would seem that nevertheless it should have been 
mentioned. Their method of treatment is gone into 
with excellent detail. 

The typographical errors are conspicuous by their 
absence. The publishers have put out an excellent 
piece of work. 

The book is highly recommended. 

O. H. B. 





DIABETES IN CHILDHOOD AND ADOLES- 
CENCE, by Priscilla White, M. D., physician at the 


New England Deaconess Hospital, Boston, Mass.; 


with a Foreword by Elliott P. Joslin, M. D., Clinical 
Professor of Medicine, Harvard Medical School, con- 
sulting physician Boston City Hospital; physician 
at the New England Deaconess Hospital, Boston, 
Mass. Illustrated with 25 engravings and a colored 
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plate; Lea & Febiger, Philadelphia, 1932. Price 
$3.75. 

Due to a gift by Mr. and Mrs. Francis P. Gar. 
van, a most intensive clinical research into the 
treatment and training of diabetic children has been 
made. This book is largely a report of these studies, 
There are 15 chapters to the book. Chapter 12 is 
devoted to a study of 76 cases having had diabetes 
for ten or more years; and the last chapter, to sub- 
sequent careers of diabetic children. These chapters, 
in conjunction with the others, demonstrate that di- 
abctes in children is a condition which, when prop- 
erly managed, should in no wise interfere with the 
cevelopment and career of the children. 

O. H. B. 





THE MEDICAL CLINICS OF NORTH AM. 
ERICA; (Issued serially, one number every other 
month) Volume 15, No. 6.; Mayo Clinic Number; 
May, 1932; Index number; Octavo of 239 pages 
with 31 illustrations; Per clinic year—July 1931 to 
May 1932—paper, $12.00, cloth, $16,00 net; Phila- 
delphia and London; W. B. Saunders Co., 1932. 

This is the Mayo Clinic number and, as to be ex- 
pected, contains a number of excellent articles. The 
article on ulcerative colitis associated with peptic 
ulcer is probably as interesting an article as there 
is in the volume. Another article of much interest 
is on bacteremia due to bacteroides. Every article 
in the volume is of considerable interest. 

O. H. B. 








NEw ! 


DUNKLER URINE TEST KIT 
6 TESTS 


Dunkler Urine 
Tests in Compact 
Case, including re- 
agents for Sugar 


(Qual.), Albumin 
(Qual.), Albumin 
(Quant.), Acetone, 
Bacterial Infec- 
tion, and Chronic 
Interstitial Ne- 


Ail Vag Ramatoted ta 
One-Half To Eight Minutes 


This is a scientific, tested product that will 
save the practitioner valuable time and 
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analysis. These new reagents require No 
Boiling, Corrosive Acids or the use of a 
Microscope. It is a rapid, exact, easy and 
scientific method for the examination of 
urine. The simplicity of the procedure and 
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you. The products will not deteriorate with 
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